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Abstract 
THE SENSITIVE PSYCHOPATH: ASSESSING CONSTRUCT OVERLAP BETWEEN 
SECONDARY PSYCHOPATHY AND BORDERLINE PERSONALITY DISORDER 
By 
Trevor H. Barese 
 Adviser: Professor Michele Galietta 
The literature suggests substantial overlap between secondary psychopathy and Borderline 
Personality Disorder (BPD). The current study evaluates the degree of construct overlap between 
BPD and secondary psychopathy within a sample of offenders mandated to treatment in the 
community. Diagnostic overlap and associations with clinically relevant correlates were assessed 
to estimate the degree of convergence between the two disorders and divergence from primary 
psychopathy. The goal of this study was to evaluate the pragmatic utility of maintaining discrete 
diagnostic categories for secondary psychopathy and BPD rather than identifying secondary 
psychopaths as offenders with BPD. The Structured Clinical Interview for DSM-IV Axis II 
Personality Disorders (SCID-II) was used to assess borderline and other personality disorder 
traits. The Psychopathy Checklist: Screening Version (PCL:SV) was used to assess both primary 
and secondary psychopathic traits. The Structured Clinical Interview for DSM-IV Axis I 
Disorders (SCID-I) was used to assess a variety of clinical correlates including symptoms of 
mental illness and substance abuse. In addition, self-report measures were used to assess anger 
(State-Trait Anger Expression Inventory, STAXI), aggression (Aggression Questionnaire, AQ), 
rumination (White Bear Suppression Inventory, WBSI), and empathy (Questionnaire Measure of 
Emotional Empathy, QMEE). Potential construct overlap was supported through significant 
symptom correlations and similarities in participant classification. Substantial parallels in 
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constellations of clinical correlates were supported through a series of multiple regression 
analyses. The findings indicate that despite a few key differences BPD and secondary 
psychopathy share many clinical features. More importantly, these commonalities are in general 
contrast to features of primary psychopathy.     
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The Sensitive Psychopath: Assessing Construct Overlap between Secondary Psychopathy and 
Borderline Personality Disorder 
Chapter I: Introduction 
The Psychopath, as described by Hervey Cleckley (1941, 1976), is an individual 
characterized by a lack of the following attributes: responsibility, honesty, sincerity, guilt or 
shame, capacity for deep attachment, and insight. In addition, psychopathic individuals have 
been noted to be narcissistic and unable to learn from past transgressions. Although, not included 
in the personality disorder section of the current Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5; American Psychiatric Association, 2013), the term “psychopathy” denotes a 
disorder of personality comprising a cluster of traits and associated behaviors that together 
partially overlap but are distinct from Antisocial Personality Disorder and other personality 
disorders listed in the DSM (Hemphill & Hart, 2003). First identified by Philip Pinel in 1801 as a 
pathology of emotion, this disorder has since been studied under a variety of diagnostic labels for 
over two centuries. Yet, it was not until 1915 that the term “psychopathic personality” was 
coined by Emil Kraepelin in reference to a group of criminals that lacked a sense of morals (as 
cited in Lykken, 1996). Kraepelin’s term was used in psychology and psychiatry to describe a 
wide variety of individuals demonstrating persistent criminal behavior (Karpman, 1929). Rather 
than being indicative of a unitary underlying personality type, the term “psychopathy” denoted 
those with a disregard for societal rules, as inferred from their repeated engaging in criminal 
offenses.  
In 1941 Hervey Cleckley refined the diagnostic term and specified symptomology in his 
publication, The Mask of Sanity (1976; see Appendix A for diagnostic criteria). In this 
compilation of case studies, Cleckley illustrated alternative behavioral manifestations of the 
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disorder. Deficiencies in emotional experiencing and interpersonal connectedness were the traits 
that Cleckley believed to be at the core of psychopathy. He emphasized these features, stating 
“Beauty and ugliness, except in a very superficial sense, goodness, evil, love, horror, and humor 
have no actual meaning, no power to move him” (1976, p. 40). Cleckley’s description of 
psychopathy has been generally accepted, refined, and served as the basis for modern research on 
the subject (Hare, 2003). 
Cleckley (1976) did not identify criminality as a core feature of psychopathy, but rather 
suggested that associated deficits in affective and interpersonal functioning increase the 
likelihood of engaging in unlawful behavior among those afflicted. This proposed association 
with crime has led many researchers to study psychopathy within offender populations. Though, 
relatively few in number, psychopathic offenders are alleged to be responsible for a 
disproportionally large amount of crime and monetary loss to society (Hare, McPherson, & 
Forth, 1988; Hart, Kropp, & Hare, 1988; Moffitt, 1993). Compared to other offenders, 
psychopathic criminals are at an increased risk of reoffending (Hemphill, Hare, & Wong, 1998) 
and when they do reoffend, they do so more quickly, more often, and more violently than non-
psychopathic offenders (Pedersen, Kunz, Rasmussen, & Elsass, 2010; Salekin, Rogers, & 
Sewell, 1996). In addition to societal costs, those afflicted with the disorder are deprived of the 
emotionally rich interpersonal relationships widely believed to be the hallmark of human 
experience. 
The range and severity of negative outcomes associated with psychopathy legitimizes the 
need for precise diagnostic methods. Threats to the reliability and validity of psychopathy 
assessment hinder scientific progress, impede treatment, and may contribute to flawed public 
policies. Although development of the Psychopathy Checklist (PCL; Hare, 1980; see Appendix 
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B), facilitated reliable assessment of the disorder, for over a decade the PCL dominated the field 
as the sole measure of psychopathy. Some scholars have pointed out that reliance on this single 
measure of psychopathy became problematic as it began to redefine the construct through its use 
in assessing the construct validity of alternative measures of psychopathy (Skeem, & Cooke, 
2010b). Controversy related to overreliance on the PCL (and its derivatives; Skeem & Cooke, 
2010b) and the need for methodological diversity has resulted in the growing availability of 
alternative measures of psychopathy (Andershed, Kerr, Stattin, & Levander, 2002; Cooke, Hart, 
Logan, & Michie, 2004; Forth, Kosson, & Hare, 2003; Frick & Hare, 2001; Hare, 2003; Hare & 
Hervé, 1999; Hart, Cox, & Hare, 1995; Levenson, Kiehl, & Fitzpatrick, 1995; Lilienfeld & 
Widows, 2005; Lynam, 1997; Lynam et al., 2011; Patrick, 2010). Development and validation of 
new measures has contributed to diversity in psychopathy research and growth in the 
conceptualization of the construct. Incongruities between measures have generated considerable 
discussion regarding construct operationalization and heterogeneity within psychopathy (Hare & 
Neumann, 2010; Lilienfeld et al., 2012; Lynam & Miller, 2012; Skeem & Cooke, 2010a; Skeem 
& Cooke, 2010b; Skeem, Polaschek, Patrick & Lilienfeld, 2011).  
Contemporary research, utilizing data-driven statistical approaches, has identified 
clinically distinct subgroups among psychopaths (Hicks, Markon, Patrick, Krueger, & Newman, 
2004; Skeem, Johansson, Andershed, Kerr, & Louden, 2007). Although various methods of 
classification have been proposed, most research has supported the existence of at least two 
distinct varieties of psychopathic individuals. The first group, described as “primary, idiopathic, 
or low-anxious,” is characterized by affective and interpersonal features of psychopathy (Factor-
1 of the PCL-R). The second group, described as “secondary, symptomatic, or high-anxious,” is 
characterized by impulsive and antisocial behaviors (Factor-2 of the PCL-R; Karpman, 1941; 
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Hicks et al., 2012). The terms “primary” and “secondary” are used in the current review to 
denote these two subtypes.  
Although salient differences have been found between subtypes, research has not 
adequately tested the construct validity of secondary psychopathy. The legitimacy of the primary 
and secondary nomenclature rests on the assumption that these “subtypes” reflect alternate 
manifestations of a higher-order disorder (psychopathy) rather than resulting from the 
misclassification of an alternative pathology. One potential cause of misclassification is 
measurement error related to non-discrete indicators of overlapping constructs, and specification 
errors within multivariate analyses (particularly omitted-variable bias). Increasingly, researchers 
are noting strong linkages between secondary psychopathy and Borderline Personality Disorder 
(BPD; Newhill, Vaughn, & DeLisi, 2010; Skeem, Poythress, Edens, Lilienfeld, & Cale, 2003; 
Sprague, Javdani, Sadeh, Newman, & Verona, 2012). Might secondary psychopathy be more 
accurately described as BPD among criminal offenders?   
Consider the case of a male offender with BPD who becomes aggressive while 
experiencing acute distress due to emotional dysregulation. According to Linehan (1993) the 
core pathological feature of BPD is the inability to effectively manage emotions. Despite this 
increased emotional sensitivity, an evaluation of such an individual could potentially lead to a 
diagnosis of psychopathy, if enough non-affect-related criteria are present. If utilized in a study 
of psychopathy subtypes, the associated pattern of traits would likely lead to categorization of 
this individual under “secondary” psychopathy. Which classification of this individual would be 
correct? What, if any, distinguishing features should guide classification and differential 
diagnosis? How might this classification relate to gender and criminality? 
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Chapter I of this manuscript will evaluate the construct validity of secondary psychopathy 
through a comparative review of the literature on secondary psychopathy and Borderline 
Personality Disorder (BPD). The overarching goal is to evaluate construct overlap between the 
two disorders and clinically relevant correlates. First, complications associated with construct 
overlap will be discussed in relation to theory, research, diagnosis, and treatment. Next, 
evaluation of similarities and points of divergence between the two constructs will be facilitated 
through a systematic review of the literature. Diagnostic understanding, etiological factors, 
physiological features, empirical correlates, and prognostic risks associated with secondary 
psychopathy will be presented. Comparable research from within the BPD literature will be 
examined for each of the correlates identified in the secondary psychopathy literature. To the 
extent possible, studies using similar assessment tools will be utilized for comparisons between 
each body of research. Finally, implications of these findings will be discussed in relation to the 
broader field of personality assessment and treatment. Chapters II and III will present an 
empirical study designed to test potential indicators of construct overlap between BPD and 
secondary psychopathy and possible areas of divergence from primary psychopathy. Chapter IV 
will discuss the findings of the study in relation to relevant extant literature and provide 
suggestions regarding clinical implications and future research directions.   
Construct Overlap 
Prior to publication of the DSM-5 (APA, 2013), personality disorders were included on 
“Axis II” a separate section of the DSM-III, III-R, IV, and IV-TR (APA, 1980; 1987; 1994; 
2000). The separation of personality disorders and mental retardation was predicated on the 
belief that these disorders were more stable and persistent than other more acute or episodic 
forms of psychopathology included on Axis-I of the DSM. Generally, the term “personality” is 
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used to describe individual differences in intra/inter-personal functioning, persistent throughout 
life. These traits are present in all individuals, albeit in different levels. Pathology is therefore 
characterized not by the simple presence or absence of traits, but by extreme, unusual, or 
problematic expressions of traits. Such diagnoses require delineation between normal and 
abnormal levels and/or configurations of traits. Methods of assessment must be capable of 
measuring each trait along a range of “degree of presence” encompassing normal variation and 
extreme variance, in either direction. The line of demarcation where normality ends and 
pathology begins and which combinations of traits are problematic and likely to form distinct 
syndromes is left to diagnosticians and relates in large part to resulting functional impairments. 
Diagnostic thresholds can be derived statistically either in relation to normative samples, or other 
clinically relevant behaviors (violence, substance use, etc.).  
Despite the inherent dimensionality of individual traits, categorical classification of 
personality types remains viable (Meehl, 1999, 2004; Widiger & Trull, 2007). Dimensional 
models of pathology are commonly utilized in the medical field to make definitive diagnoses. 
Regardless of underlying taxonomic properties, diagnostic labels have the potential to efficiently 
communicate clinical information useful in guiding decisions related to prognosis and treatment. 
However, this utility is hindered by the addition of diagnostic categories of vague or redundant 
clinical relevance. Nonspecific diagnoses not only fail to provide clinically useful information, 
but also deter more precise diagnostic efforts. Maintenance of superfluous diagnostic categories 
has the potential to complicate theory, and may also impede research, diagnosis, and treatment. 
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Parsimony of theory. The maintenance of highly overlapping, non-distinct, diagnostic 
constructs reduces theoretical parsimony. Similar to diagnostic labels, theories of personality are 
useful in their ability to explain a wide range of behavior among a wide range of individuals. 
Regardless of theoretical orientation (e.g. psychodynamic, cognitive behavioral, etc.), personality 
development is commonly understood as being influenced by a combination of genetic and 
environmental factors. Substantial phenotypic differences may justify the maintenance of two 
distinct but highly related constructs, each with its own theoretical model (e.g. primary and 
secondary psychopathy). Conversely, superficial differences or those stemming from a shared 
underlying pathology may simply require revisions to existing theoretical models.  
Impediments to research. In addition to theoretical ambiguities, heterogeneity within 
the construct of psychopathy can obfuscate interpretation of research findings. In fact, the 
reemerging interest in psychopathy subtypes among contemporary scholars likely stemmed from 
conflicting empirical findings. Early studies by Chris Patrick examining startle blink modulation 
or Fear Potentiated Startle response (FPS) failed to find reduced startle response among 
psychopaths. These findings, contrary to prevailing theory at the time, led to further exploration 
of differences within the group classified as having high psychopathic traits. Specifically, 
differences in trait anxiety among psychopaths were thought to account for this discrepancy. 
Patrick, Bradley, and Lang (1993) found that reduced startle response was associated with scores 
on Factor 1 but not Factor 2 of the PCL-R. As a result, factor scores have been incorporated 
within study designs, allowing researchers to anticipate and interpret discrepancies between 
individuals with similar levels of psychopathy, but different patterns of psychopathic traits. 
Unfortunately, many studies have not included this level of analysis for a variety of reasons (e.g., 
insufficient power).   
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If psychopathy variants reflect distinct pathologies, when grouped together, it is unlikely 
that a coherent set of behavioral, neurological, physiological, and genetic correlates of 
psychopathy will consistently emerge from research. Failure to identify and separate research 
participants according to subtype has been described as one of the main methodological issues 
impeding research on neural correlates of psychopathy (Koenigs, Baskin-Sommers, Zeier, & 
Newman, 2011). Unless within-group heterogeneity is routinely accounted for in psychopathy 
research, the clinical implications of empirical findings will remain obscure. For example, it is 
improbable that the same treatment used with “high-anxious” or “emotionally reactive” 
individuals would be similarly effective in treating “low-anxious” or “unemotional” individuals. 
Although differential effects can be controlled for by incorporating subtypes within research 
designs, this has not been common practice within psychopathy research. The generalizability of 
research findings to clinical practice hinges on the precision and specificity of diagnostic 
assessment.   
Impediments to diagnosis. Some researchers have noted a “schism” between mental 
health science and practice related to personality pathology (Shedler & Westen, 2007). These 
authors point to a lack of correspondence between research methodology and clinical practice in 
personality disorder diagnosis and treatment. In describing an alternative approach to personality 
assessment, they highlight a number of problems with the approach used in the DSM-IV. The 
authors identified the following impediments to clinical utility of Axis II: a lack of empirical 
support for diagnostic categories, failure to incorporate an index of severity, excessive within-
Axis comorbidity, narrow symptomology, absence of personality strengths, lack of clinical 
utility, and poor diagnostic reliability and validity (Shedler & Westen, 2007). One of the primary 
shortcomings of the diagnostic criteria for personality disorders in the DSM-IV is that they 
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provide little information relevant to treatment planning. Many of these same issues were cited 
by the DSM-5 task force as support for restructuring personality disorder assessment and 
diagnosis in the latest edition of the DSM.  
During development of the DSM-5 (APA, 2013), substantial revisions were proposed by 
the Personality Disorders Work Group. Though agreed upon by the assigned task force, these 
revisions were rejected by the APA Board of Trustees due to concern that the scheme was overly 
complex and in need of more empirical support (Black, 2013). This decision is viewed by some 
as a disappointing step backwards. Such individuals have cited the large body of research on 
personality disorders, specifically those in Cluster B, as support for the proposed revisions. There 
is no shortage of studies related to psychopathic, antisocial, and borderline personality disorders. 
However, much of the research in this area has failed to progress in a cohesive and linear 
manner. Varying definitions of constructs, construct overlap, and problematic research designs 
have hindered research on personality disorders. While there has been significant progress made 
in some disorders, research on psychopathy has contributed to an expanding pool of conflicting 
research findings with ambiguous implications for clinical practice. 
These issues are illustrated in the division between clinical definitions of Antisocial 
Personality Disorder (ASPD) and psychopathy. The coexistence of ASPD and Psychopathy has 
created obstacles for researchers and clinicians alike (see Lynam & Vachon, 2012). Both 
disorders share considerable overlap in general behavioral features but psychopathy includes 
more specific emotional and interpersonal features. Rather than working to refine these 
overlapping diagnostic categories, they remain separate, but heavily overlapping, diagnoses. For 
all intents and purposes, many researchers have simply combined diagnostic groups, with little 
effort directed towards understanding features that might be meaningful in differentiating the two 
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syndromes. Empirical findings pertaining to either of these disorders cannot readily be applied to 
the other, or used to inform clinical decisions.   
In developing a case for their new system of classification, the DSM-5 personality 
disorder taskforce highlighted a multitude of shortcomings in the literature. In a comprehensive 
review of the literature, they described how flawed diagnostic categories and severe construct 
overlap make interpretation of prior research nebulous (Skodol, Bender, et al., 2011; Skodol, 
Clark, et al., 2011). The authors point to overreliance on specific behavioral indicators, rather 
than underlying traits as a primary source of diagnostic instability. Unfortunately, the myriad 
problems associated with personality disorder diagnosis and research likely contributed to the 
APA’s ultimate decision to hold off on implementing the proposed revisions.   
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Impediments to treatment. Poorly conceptualized symptom categories and construct 
overlap have not only impeded research and diagnosis but have also hindered the development of 
treatment. A search of psychological databases (PsycArticles, PsycBooks, PsycExtra, & 
PsycInfo) for peer reviewed, empirical articles, using the subject terms “specific personality 
disorder” and “therapy” provide disproportionate results for each of the ten PDs included in the 
DSM-5 (APA, 2013; see figure 1). The largest body of research was overwhelmingly on the 
treatment of BPD (n = 834), followed by unspecified personality disorders (n = 693), and then 
ASPD (n = 93). Although, increased research on the treatment of BPD is promising, the scarcity 
of treatment research pertaining to the other specific PDs is discouraging. However, given the 
substantial construct overlap between PDs, it is likely that some individuals with other, cluster B, 
PD diagnoses might benefit from similar treatments. For example, it has been theorized that 
secondary psychopaths, due to their emotional reactivity, may be more amenable to treatment 
compared to primary psychopaths (Skeem et al., 2003). Clarifying diagnoses within cluster B, 
specifically variants of antisocial and psychopathic individuals, has the potential to advance 
treatment.  
Discriminant Validity  
Operationalization of constructs. Evaluation of construct overlap between borderline 
and psychopathic personality disorders requires a clear understanding of common diagnostic 
criteria associated with each disorder. BPD will be described according to the diagnostic criteria 
of the DSM-5 (APA, 2013). The DSM-5 is the most widely used system for the classification of 
mental disorders within the United States. Due to its exclusion from the DSM-5 and distinction 
from ASPD, psychopathy will be described using items from the Psychopathy Checklist-Revised 
(Hare, 2003). Not only is the PCL-R one of the most widely used psychopathy assessment tools 
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but it can be used, by properly trained clinicians, to diagnose the disorder. Similar to DSM-5 
criteria, individual PCL-R items are used to assess each diagnostic feature of psychopathy.  
Borderline Personality Disorder is defined in the DSM-5, as “a pattern of instability in 
interpersonal relationships, self-image, and affects, and marked impulsivity” (APA, 2013, 
p.645). A diagnosis of BPD requires the presence of at least five of the following nine diagnostic 
criteria: avoidance of abandonment, unstable and intense interpersonal relationships, instability 
of self-image, self-damaging impulsive behaviors, recurrent self-injures threats or behavior, 
affective instability, chronic feelings of emptiness, difficulty controlling anger, and dissociative 
symptoms (p. 663). Psychopathy is defined, by the PCL-R, as a combination of deficiencies in 
affective experience, manipulative and self-centered interpersonal style, impulsive and 
irresponsible behaviors and pervasive disregard for societal laws.  
The PCL-R consists of 20 items, each scored on a three-point scale according to level of 
presence (0 = no; 1 = maybe; 2 = yes). Diagnosis of psychopathy using the PCL-R requires a 
total score of 30 or above (77th percentile among male prisoners; 89th percentile among male 
forensic patients). According to Hare (2003), factor analyses suggest that 18 of the 20 PCL-R 
items can be grouped using a two- or-four factor structure. Both two-factor and four-factor 
models include the same 18 items. However, the 4-factor model divides the broader 2-factors 
(Factor 1: Interpersonal/Affective; Factor 2: Lifestyle/ Antisocial) into smaller components or 
“facets” (facet 1: Interpersonal, facet 2: Affective, facet 3: Lifestyle, facet 4: Antisocial; see 
Appendix C for PCL-R items, factor, & facet loadings). The interpersonal and affective items on 
Factor 1 (facets 1&2) have been used as indicators of primary psychopathy, the lifestyle and 
antisocial items on Factor 2 (facets 3&4) have been used as indicators of secondary psychopathy. 
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As previously stated, eighteen items are used to calculate factor scores on the PCL-R 
(Hare, 2003). Factor 1 contains eight items believed to capture the affective and interpersonal 
deficits of psychopathy most characteristic of the primary subtype. Factor 2 contains ten items 
believed to represent the lifestyle and antisocial aspects of psychopathy most characteristic of the 
secondary subtype. A number of PCL-R items (items: 3, 7, 10, 13, 14, 15, 17; see Appendix A 
for item descriptions) bear relation to DSM-5, criteria for BPD (criteria: 2,3,4,6,7,8; see 
Appendix D for BPD diagnostic criteria). Of the seven PCL-R items bearing the closest relation 
to BPD criteria, one item does not load on either factor (Item 17, Many Short-term Marital 
Relationships), one item loads on Factor 1 (Item 7, Shallow Affect), and five items load on Factor 
2 (3,10,13,14, & 15). It is important to note that the single factor 1 indicator, Item 7 Shallow 
Affect, would be inversely related to BPD and indicated by an absence of the trait.  
Comparisons of DSM-5, BPD criteria (APA, 2013, p. 663-664) and item descriptions 
from the PCL-R manual (Hare, 2003) reveal potential symptom overlap. For instance, BPD 
criterion 2 is described as a pattern of unstable and intense interpersonal relationships 
characterized by switching “quickly from idealizing other people to devaluing them, feeling that 
the other person does not care enough, does not give enough, is not ‘there’ enough” (APA, p. 
664). PCL-R Item 17, Many Short-term Marital Relationships is indicated by having “had 
many… live-in relationships that involves some degree of commitment from one or both 
partners” (Hare, p. 44). BPD criterion 3 is described as an instability of self-image “characterized 
by shifting goals, values, and vocational aspirations. There may be sudden changes in opinions 
and plans about career, sexual identity, values, and types of friends” (APA, p. 664). PCL-R Item 
13, Lack of Realistic, Long-term Goals is indicated by a tendency “to live day to day and to 
change his plans frequently” (Hare, p. 42). BPD criterion 4 is described as impulsivity “in at 
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least two areas that are potentially self-damaging. They may gamble, spend money irresponsibly, 
binge eat, abuse substances, engage in unsafe sex, or drive recklessly” (APA, p. 664). PCL-R 
Item 14, Impulsivity is indicated by “behavior” that is “generally impulsive, unpremeditated, and 
lacking in reflection or forethought” (Hare, p. 42). Relatedly, PCL-R Item 15, Irresponsibility is 
described as being “evident in a variety of areas including financial dealings; behavior that puts 
others at risk; business relationships; and relationships with family and friends” (Hare, p.42). 
BPD criterion 7 is described as chronic emptiness in which the individual is “easily bored, they 
may constantly seek something to do” (APA, p. 664). PCL-R Item 3, Need for Stimulation/ 
Proneness to Boredom is indicated by “a chronic and excessive need for novel and exciting 
stimulation, and an unusual proneness to boredom” (Hare, p. 36). BPD criterion 8 is described as 
anger “frequently express inappropriate, intense anger or have difficulty controlling their anger” 
(APA, p. 664). PCL-R Item 10, Poor Behavioral Controls specifically relates to anger indicated 
by an individual who is “described as short-tempered or hot-headed… becomes angry and 
aggressive over trivialities; these behaviors will often seem inappropriate” (Hare, p. 40). 
Although, many DSM-5 criteria for BPD share descriptive similarities with items from 
the PCL-R, the degree of correspondence between indicators varies and some criteria are not 
represented on the PCL-R. BPD criterion 1, fear of abandonment, describes, “frantic efforts to 
avoid abandonment may include impulsive actions such as self-mutilating or suicidal behaviors” 
(APA, 2013, p. 663). This description does not parallel the Conning/ Manipulative behavior 
described under Item 5 of the PCL-R (Hare, 2003). BPD criterion 5, which refers to “recurrent 
suicidal behavior, gestures, or threats, or self-mutilating behavior” (APA, p.664) is not reflected 
in any of the PCL-R items. Surprisingly, none of the DSM-5 criteria explicitly cite manipulative 
behavior as an indicator of BPD. Yet, under the subsection on differential diagnosis of BPD, the 
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DSM-5 explicitly states, “Although ASPD and BPD are both characterized by manipulative 
behavior, individuals with ASPD are manipulative to gain profit, power, or some other material 
gratification, whereas the goal in BPD is directed more toward gaining the concern of 
caretakers” (APA, p.666). Despite the omission of manipulative behavior from diagnostic 
criteria, it is clear that the editors of the DSM-5 viewed such behaviors as “characteristic” of 
BPD. Use of “manipulative behavior” as an indicator of BPD could potentially increase overlap 
with the psychopathy construct (e.g. PCL-R, Item 5; Hare). Notably, behavioral motivators 
posited in the DSM-5 as differentiating between BPD and ASPD appear speculative and go 
beyond their diagnostic descriptions. 
BPD criterion 6 is described as “affective instability that is due to a marked reactivity of 
mood (e.g., intense episodic dysphoria, irritability, or anxiety usually lasting a few hours)” 
(APA, 2013, p. 664). Conversely, Item 7 of the PCL-R, Shallow Affect is indicated by an 
apparent inability “to experience a normal range and depth of emotion… may impress as cold 
and unemotional” (Hare, 2003, p. 39). Finally, BPD criterion 9 describes, “transient paranoid 
ideation or dissociative symptoms (e.g., depersonalization) may occur” (APA, p. 664) in reaction 
to extreme stress. Dissociative symptoms are not represented in any of the PCL-R items. 
Although, it is possible that dissociative symptoms could manifest in a manner that may be 
mistaken as Shallow Affect (Item 7), the likelihood of such misclassification is unknown. 
In sum, comparison of diagnostic indicators of BPD and psychopathy uncover 
considerable symptom overlap between the two disorders. The greatest overlap with BPD criteria 
can be observed in items from Factor 2 (Lifestyle/Antisocial) of the PCL-R, which are used as 
indicators of secondary psychopathy. Specifically, the Lifestyle items (facet 3; items: 3, 13, 14, 
15) share similarities with diagnostic criteria for BPD. Despite these similarities, the level of 
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item overlap still constitutes a minority of diagnostic criteria for psychopathy. In short, the 
presence of all PCL-R items described as potentially overlapping with BPD criteria would not 
meet the diagnostic threshold for psychopathy. However, the presence of these symptoms in 
conjunction with a history of criminal behavior and poor interpersonal functioning could warrant 
a diagnosis of psychopathy and categorization in the secondary subtype.  
One source of debate related to the operationalization of the psychopathy construct has 
been the inclusion of antisocial behaviors (PCL-R, facet 4) as indicators of the disorder. The role 
of antisocial behavior in the construct of psychopathy has been a source of contention since the 
conception of the Psychopathy Checklist (Lilienfeld, 1994). As previously noted, Cleckley’s 
original conceptualization did not include criminal behavior as an integral aspect of the disorder 
but rather a potential outcome related to underlying traits. It has also been argued that inclusion 
of antisocial behavior as a defining feature of the construct is tautological and artificially inflates 
the utility of psychopathy as a predictor of future offending.  
In response to these concerns and psychometric properties, a three-factor model for the 
PCL-R was developed that omits antisocial items (facet 4) and retains the remaining 3 facets 
(Cooke, Michie, & Hart, 2006). Conceptualizations that do not include antisocial behavior as 
part of the psychopathy construct would still maintain substantial overlap with BPD criteria. 
Although, upon removal of all facet 4 items from the above comparison, Item 10: Poor 
Behavioral Controls would no longer apply, the percentage of PCL-R items that overlap with 
BPD criteria would increase from 35% to 40%. Therefore, overlap in diagnostic indicators 
cannot solely be explained by the inclusion of items representing antisocial behavior of 
questionable relevance to the construct. Rather, facet 3 items display the greatest potential for 
overlap with BPD criteria.  
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY 17 
The triarchic model of psychopathy, developed by Patrick (2010), incorporates self-report 
and is described as integrating historical conceptualizations of psychopathy with empirical 
findings. As such, the Triarchic Psychopathy Measure (TriPM) includes “three distinct 
phenotypic constructs” (Patrick, 2010, p. 2). The three constructs are labeled Disinhibition, 
Boldness, and Meanness. Items on the disinhibition scale are related to impulsive, irresponsible, 
and hostile behaviors. As such, indicators of disinhibition on the TriPM are the most likely to 
overlap with diagnostic criteria for BPD (see Appendix E for disinhibition scale items). 
Consequently, the disinhibition scale of the TriPM is most highly correlated with Lifestyle (r = 
.39, p < .05) and Antisocial (r = .31, p < .05) facets of the PCL-R (Patrick, 2010). In addition, the 
disinhibition scale has been associated with negative emotionality, anxiety, mood disorders, and 
suicidal behavior. No items on the Meanness or Boldness scales overtly appear to overlap with 
BPD criteria.  
An alternative approach to personality disorder diagnosis, is to use a Q-sort method to 
rank order personality descriptors. One such method is the Shedler-Westen Assessment 
Procedure (SWAP; Shedler & Westen, 2007). In a study of incarcerated psychopathic (PCL-R ≥ 
30) male offenders (N = 91), Blagov and colleagues (2011) had trained observers rate 
participants on the 200 items from the SWAP-II (Westen & Shedler, 1999a; Westen & Shedler, 
1999b) using videotaped PCL-R interviews. Each item on the SWAP-II is rated on an ascending 
eight-point scale (0-7) reflecting the degree to which it describes the individual’s personality. 
Score distributions are purposefully asymmetrical; eight items must be rated 7 and half of the 
items must receive a rating of 0. All items were subjected to Q-factor analysis to identify 
differential item endorsements between primary and secondary psychopaths (Blagov et al., 
2011). Factor analysis is not typically used to differentiate groups of participants however, by 
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limiting the sample to highly psychopathic individuals, emerging factors on alternative 
personality measures likely result from differential patterns of endorsement between group 
members. An oblique two-factor model of SWAP items was supported (2 items loaded on both 
factors: Takes advantage of others; Is out for number one; Tends to be deceitful; Tends to lie or 
mislead). The authors report 30 items with the highest loadings for the resulting factors, labeled 
“primary” and “secondary.”  
A separate study by Conklin and Westin (2005) used the SWAP to explore personality 
profiles of BPD patients in real world clinical practice. The authors asked clinicians (N = 117) to 
rate one of their female patients meeting DSM-IV diagnostic criteria for either BPD (n = 90) or 
dysthymic disorder (n = 27) using the SWAP-200. Scoring for the SWAP-2000 involves the 
same process described in the study above. It is important to note that the dysthymic sample was 
used to examine comorbidity with BPD and was not included in the following analyses. Scores 
for each item were aggregated for all BPD patients and then averaged to rank order SWAP items 
(according to Mean) most characteristic of BPD. The authors report twenty-one items with the 
highest mean rankings among BPD patients. Importantly, as the authors point out, 52% of these 
items are not captured by diagnostic criteria of the DSM-IV (Conklin & Westen). 
In summary, the study by Blagov and colleagues (2011) factor analyzed SWAP items 
endorsed by male psychopathic offenders to uncover SWAP profiles associated with primary and 
secondary psychopathy. The study by Conklin and Westen (2005) rank ordered SWAP items 
endorsed by clinicians in describing female patients with BPD. Comparison of the SWAP 
profiles resulting from these two studies supports substantial item overlap between BPD 
(Conklin & Westen) and secondary psychopathy (Blagov et al.) on the SWAP (see Table 1). 
Fifty percent of BPD items (n = 10) were represented among the 30 items loading on the 
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secondary psychopathy factor (see Table 2). Conversely, not a single BPD item was represented 
in the list of items associated with primary psychopathy (see Table 3). More importantly, of the 
items found to be descriptive of both BPD and secondary psychopathy, 50% (n = 5) are not 
captured by diagnostic criteria from the DSM-5 or PCL-R. Remarkably, the single highest-
ranking SWAP item (Tends to feel unhappy, depressed, or despondent) related to both BPD (M = 
5.3; Rank Order =1) among females and secondary psychopathy (Factor Score = 3.0; Rank 
Order =1) among males is not a diagnostic criterion for either disorder. This degree of overlap is 
considerable given the total number of items on the SWAP (N=200), differences in methodology, 
diagnoses (psychopathy vs. BPD), and participant characteristics (male offenders vs. female 
patients). In addition, the lack of item overlap between BPD and primary psychopathy is striking, 
particularly given the non-orthogonal factor solution. These findings support construct overlap in 
the clinical conceptualization of BPD and secondary psychopathy, beyond explicit diagnostic 
criteria from the DSM-5 and the PCL-R.  
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Table 1 
SWAP Items Descriptive of both BPD &  Secondary Psychopathy  
(Blagov et al., 2011;  Conklin & Westen, 2005) 
BPD 
M 
SP 
FS 
Tends to feel unhappy, depressed, or despondent.*  5.3 3.0 
Emotions tend to spiral out of control, leading to extremes of anxiety, sadness, 
rage, excitement, etc.* 
5.1 1.8 
Tends to feel anxious. * 4.1 1.8 
Tends to be angry or hostile (whether consciously or unconsciously).  4.0 2.0 
Tends to feel she/he is inadequate, inferior, or a failure.* 4.0 2.1 
Lacks a stable image of who she/he is or would like to become (e.g., attitudes, 
values, goals, and feelings about self may be unstable and changing). 
3.8 2.0 
Tends to act impulsively, without regard for consequences. 3.7 1.9 
Tends to express intense and inappropriate anger, out of proportion to the 
situation at hand. 
3.6 1.9 
Tends to feel like an outcast or outsider; feels as if she/ he does not truly belong.* 3.4 1.7 
Interpersonal relationships tend to be unstable, chaotic, and rapidly changing. 3.5 1.9 
* items not included in DSM-5 criteria for BPD 
Non-overlapping BPD items (Conklin & Westen, 2005) M 
Tends to fear she/he will be rejected or abandoned by those who are emotionally 
significant 
4.9 
Is unable to soothe or comfort self when distressed; requires involvement of another 
person to help regulate affect. 
4.6 
Emotions tend to change rapidly and unpredictably. 4.0 
Tends to feel misunderstood, mistreated, or victimized. 3.9 
Tends to become irrational when strong emotions are stirred up; may show a noticeable 
decline from customary level of functioning. 
3.8 
Tends to be overly needy or dependent; requires excessive reassurance or approval.  3.7 
Is simultaneously needy of, and rejecting toward, others (e.g., craves intimacy and caring 
but tends to reject it when offered). 
3.6 
Tends to feel empty or bored. 3.6 
Tends to “catastrophize”; is prone to see problems as disastrous, insolvable, etc. 3.6 
Tends to feel helpless, powerless, or at the mercy of forces outside his/her control.  3.5 
Tends to become attached quickly or intensely; develops feelings, expectations, etc., that 
are not warranted by the history or context of the relationship. 
3.3 
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Table 2 
Non-overlapping Secondary SWAP-II Items (Blagov et al., 2011) FS 
Tends to blame own failures or shortcomings on other people or circumstances; 
attributes his/her difficulties to external factors rather than accepting responsibility for 
own conduct or choices. 
2.4 
Work-life and/or living arrangements tend to be chaotic or unstable (e.g., job or housing 
situation seems always temporary, transitional, or ill-defined).  
2.3 
Is prone to violence (e.g., may break things or become physically assaultive).  2.3 
Appears impervious to consequences; seems unable or unwilling to modify behavior in 
response to threats or negative consequences.  
2.3 
Tends to be unreliable and irresponsible (e.g., may fail to meet work obligations or 
honor financial commitments).  
2.2 
Tends to abuse drugs or alcohol.  2.2 
Tends to be hostile toward members of the opposite sex, whether consciously or 
unconsciously (e.g., may be disparaging or competitive). 
2.1 
Has little empathy; seems unable to understand or respond to others’ needs and feelings 
unless they coincide with his/her own.  
2.0 
Tends to show reckless disregard for the rights, property, or safety of others.  1.8 
Tends to engage in unlawful or criminal behavior. 1.8 
Repeatedly convinces others of his/her commitment to change but then reverts to 
previous maladaptive behavior; tends to convince others “this time is really different.”  
1.8 
Tends to react to perceived slights or criticism with rage and humiliation. 1.7 
Takes advantage of others; is out for number one.  1.7 
Seems unable to settle into, or sustain commitment to, identity-defining life roles (e.g., 
career, occupation, lifestyle, etc.). 
1.7 
Appears to gain pleasure or satisfaction by being sadistic or aggressive toward others 
(whether consciously or unconsciously).  
1.6 
Tends to be deceitful; tends to lie or mislead.  1.5 
Lacks close friendships and relationships.  1.5 
Tends to use his/her psychological or medical problems to avoid work or responsibility 
(whether consciously or unconsciously).  
1.4 
Appears unable to describe important others in a way that conveys a sense of who they 
are; descriptions of others come across as 2 dimensional & lacking richness. 
1.3 
Attempts to dominate a significant other (e.g., spouse, lover, family member) through 
violence or intimidation. 
2.8 
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Table 3 
Primary Psychopathy SWAP-II Items (Blagov et al., 2011) FS 
Has an exaggerated sense of self-importance (e.g., feels special, superior, grand, or 
envied). 
4.3 
Seeks to be the center of attention. 3.8 
Is articulate; can express self well in words. 3.3 
Has fantasies of unlimited success, power, beauty, talent, brilliance, etc.  3.3 
Appears to feel privileged and entitled; expects preferential treatment.  3.3 
Seems to treat others primarily as an audience to witness own importance, brilliance, 
beauty, etc.  
3.1 
Tends to express qualities or mannerisms traditionally associated with own gender to 
an exaggerated or stereotypical (hyper-feminine woman; hyper-masculine, man) 
2.8 
Tends to seek power or influence over others (whether in beneficial or destructive 
ways). 
2.6 
Tends to be energetic and outgoing. 2.4 
Tends to be manipulative. 2.3 
Tends to be competitive with others (whether consciously or unconsciously). 2.3 
Tends to be controlling.  2.3 
Enjoys challenges; takes pleasure in accomplishing things.  1.8 
Takes advantage of others; is out for number one.  1.8 
Appears comfortable and at ease in social situations.  1.7 
Tends to be dismissive, haughty, or arrogant.  1.7 
Generally finds contentment and happiness in life’s activities. 1.6 
Tends to use his/her physical attractiveness to an excessive degree to gain attention or 
notice. 
1.6 
Tends to be self-righteous or moralistic. 1.5 
Tends to be sexually seductive or provocative (e.g., may be inappropriately flirtatious, 
preoccupied with sexual conquest, prone to “lead people on,” etc) 
1.5 
Tends to be critical of others.  1.5 
Tends to believe s/he can only be appreciated by, or should only associate with, people 
who are high-status, superior, or otherwise “special.” 
1.5 
Has a good sense of humor.  1.4 
Experiences little or no remorse for harm or injury caused to others.  1.4 
Tends to have numerous sexual involvements; is promiscuous. 1.4 
Tends to be emotionally intrusive (e.g., may not respect other people’s needs for 
autonomy, privacy, etc.)  
1.3 
Tends to be deceitful; tends to lie or mislead.  1.3 
Tends to be oppositional, contrary, or quick to disagree.  1.2 
Is able to assert himself effectively and appropriately when necessary.  1.1 
Is prone to idealizing people; may see admired others as perfect, larger than life, all 
wise, etc.  
1.1 
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Etiology. To assess construct overlap between secondary psychopathy and BPD it is 
necessary to identify potential points of convergence or divergence along developmental 
pathways. Discrepancies between developmental theories and empirical correlates of the two 
disorders are important in determining the congruence of their developmental trajectories. In 
addition to theoretical and psychometric implications, similarities in risk and protective factors 
between these disorders are likely of clinical value. The following section compares BPD and 
secondary psychopathy research related to environmental (e.g., childhood abuse) and biological 
(e.g., emotional reactivity) factors associated with the development of each of the disorders.  
Developmentally, BPD has been described according to Linehan’s (1993) “biosocial 
theory” as evolving from a series of biological and environmental interactions. Individuals with 
BPD are posited to have a biological vulnerability or emotionally sensitive temperament. In 
short, emotion regulation develops through repeated interactions with one’s environment. An 
emotionally sensitive child whose emotions are validated by the environment and who is taught 
effective behavioral responses can grow up to be a secure and well-adjusted, emotionally 
sensitive, adult. Conversely, if this child’s emotions are punished or ignored by the environment, 
and s/he does not acquire emotion regulation skills, the child may not learn to manage their 
strong feelings and may grow up to be a maladjusted, emotion-phobic, and behaviorally out-of 
control adult.  
Invalidation of the child’s emotional experience and failure to provide appropriate 
models of effective behavior increase the likelihood that the child will either escalate 
inappropriate behavior or separate themselves from their emotions. Problematic (i.e., dramatic or 
extreme) behavioral responses that are reinforced are likely to be repeated in response to future 
negative emotions. It is important to note that early traumatic experiences, particularly child 
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sexual abuse, have been theorized as contributing to the development of BPD. Although trauma 
is not integral to the biosocial theory, abusive or exploitative environments are inherently 
invalidating of one’s emotional experience.  
Compared to both BPD and primary psychopathy, which are believed to have significant 
biological underpinnings, far less has been written about the development of secondary 
psychopathy. Generally, primary and secondary psychopathy are believed to have distinct 
etiologies. In fact, differences in etiology have been used to account for and differentiate 
between psychopathy subtypes. Whereas biological abnormalities have been implicated as the 
principal cause of primary psychopathy, environmental factors have been emphasized as 
predominantly contributing to the development of secondary psychopathy (Skeem et al., 2003). 
Though primary and secondary psychopathy may have distinct etiologies, it is unlikely that 
either disorder is solely influenced by either biology or environment. A purely environmental 
pathway to the development of secondary psychopathy is contradicted by a substantial and 
varied body of research. Recent findings suggest that both environmental and biological factors 
likely contribute to the development of secondary psychopathy.  
A study by Hicks and colleagues (2012) examined differential effects of genetic and 
environmental factors on features of primary and secondary psychopathy. To assess gene-
environment (G-E) interactions in the development of primary and secondary traits, a large 
sample (N = 2,604) of monozygotic (MZ) and dizygotic (DZ), mixed-gender (1,239 males; 1,365 
females), 17-year-old; twin pairs, from the Minnesota Twin Family Study (MTFS) was utilized. 
Scale scores on the Multidimensional Personality Questionnaire (MPQ) were used to assess 
psychopathic traits. The Fearless Dominance (FD/PPI-I) scale of the Psychopathic Personality 
Inventory (PPI; Lilienfeld & Andrews, 1996) measures the affective and interpersonal 
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characteristics of psychopathy, characteristic of the primary subtype. The Impulsive Antisociality 
(IA/PPI-II) scale of the PPI measures the lifestyle and antisocial behaviors, characteristic of the 
secondary subtype. In this study primary and secondary psychopathic traits were estimated using 
weighted MPQ primary trait scores (for further explanation see Benning, Patrick, Hicks, 
Blonigen, & Krueger, 2003). Primary traits (MPQ-FD) were estimated using the following MPQ 
scales: Social Potency (+), Stress Reaction (-), and Harm Avoidance (-). Secondary traits (MPQ-
IA) were estimated using the following MPQ scales: Alienation and Aggression (+), Control and 
Traditionalism (-), Social Closeness (-), and Absorption (-). In a previous study, using a sample 
of males (N = 353), MPQ-FD and MPQ-IA were moderately correlated with PPI-I (R = .70) and 
PPI-II (R = .67), respectively (Benning et al., 2003). Genetic influence was inferred through 
differences in trait concordance between MZ and DZ twin pairs (Hicks et al., 2012).  
Specifically, significantly stronger effects within MZ, as compared to DZ, twin groups 
suggests genetic influence. Conversely, effect sizes within DZ twin groups greater than half the 
magnitude of those found among MZ twins suggest shared environmental influence. Each 
environmental risk factor was regressed on MPQ-IA and MPQ-FD and genetic effects were 
analyzed using Cholesky biometric models. Stronger correlations were found between 
environmental risk factors (poor academic achievement, lack of pro-social peers, association 
with antisocial peers, poor parental relationships, school and legal difficulties) and indicators of 
secondary (MPQ-IA), as opposed to primary (MPQ-FD), psychopathy. Comparisons between 
MZ and DZ twins suggest that correlations between secondary traits and environmental risk 
factors were predominately driven by genetic effects.  
 
 
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY 26 
Higher concordance among MZ twins was found for both primary (MPQ-FD; male = .45 
MZ: .18 DZ; female = .47 MZ: .16 DZ) and secondary (MPQ-IA; male = .52 MZ: .22 DZ; 
female = .57 MZ: .30 DZ) traits, indicating genetic influence. Moreover, correlations between 
secondary traits and environmental risk factors were significantly larger within MZ, as compared 
to DZ, twins. Larger effect sizes among MZ twins imply that problematic behaviors associated 
with secondary psychopathy cannot be attributed solely to the environment. In fact, correlations 
between MPQ-IA and environmental risk factors suggest stronger genetic mediation than those 
associated with MPQ-FD (primary psychopathy). These findings suggest that secondary 
psychopathy is likely to develop through complex G-E interactions rather than stemming from 
purely environmental factors. Similarly, BPD has been described, according to biosocial theory, 
as developing from G-E interactions. Although this study used indirect estimates of psychopathic 
traits, developmental correlates of BPD have been examined using the same study sample. 
A related study, utilized a sample from the same pool of twins to test the relation between 
childhood abuse and BPD traits (Bornovalova, Huibregtse, et al., 2013). A sample (N = 2,764) of 
MZ (n = 1,792; 50.8% female) and DZ (n = 972; 54.5% female) same-sex twin pairs from the 
Minnesota Twin Family Study (MTFS) was used to assess the potential effects of childhood 
abuse (physical, sexual, & emotional) on the development adult BPD traits. Data was collected 
from two different cohort groups. Child Abuse (CA), Internalizing (INT), & Externalizing (EXT) 
symptoms were assessed at age 11 for 55% (n = 1512) of the sample or at age 17 for the 
remaining 46% (n = 1252). BPD traits for the entire sample were assessed at age 24, using the 
Minnesota Borderline Personality Disorder scale (MBPD; Bornovalova, Hicks, Patrick, Iacono, 
& McGue, 2011) derived from items on the MPQ. The MBPD consists of 19 items from the 
Stress Reaction (+), Alienation (+), Control (-), Aggression (+), Well-Being (-), and Absorption 
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(-) scales of the MPQ. In a previously published series of studies (Bornovalova et al., 2011) the 
MBPD was found to be strongly correlated (r = .80) with the Borderline scale of the Personality 
Assessment Inventory (PAI-BOR; Morey, 1991) among undergraduate students (n = 288, 57% 
female), and moderately with BPD (r = .65), diagnosed using the Structured Clinical Interview 
for DSM-IV Axis II Disorders (SCID-II; First, Gibbon, Spitzer, Williams, & Benjamin, 1997), 
among inpatient substance users (n = 146, 35% female). A series of multiple regressions were 
used to examine correlations between Child Abuse, Internalizing, Externalizing, and BPD. Each 
form of child abuse was regressed on the Minnesota Borderline Personality Disorder scale 
(MBPD), as was any Child Abuse, Internalizing, and Externalizing. In addition, mixed level 
regressions were used to assess associations between BPD and Child Abuse among discordant 
twin pairs (zygosity was included as a moderator).  
Similar to the approach used by Hicks and colleagues (2012), genetic and shared vs. non-
shared environmental effects were also estimated using Cholesky biometric models. Any form of 
Child Abuse (r = .18), Emotional Abuse (r = .24), Physical Abuse (r = .12), Sexual Abuse (r = 
.15), Internalizing (r = .20), Externalizing (r = .27), and an Internalizing-Externalizing 
Interaction (r = .29) were significantly correlated with BPD (p < .001 for all correlations). 
Multivariate models were used for further analyses, due to substantial covariance between 
variables. Results from a series of regression analyses indicated Internalizing, Externalizing, and 
an Internalizing-Externalizing interaction as mediating the relation between Child Abuse and 
BPD. This suggests that Internalizing and Externalizing behavior influences the two variables 
(Child Abuse & BPD) independently, rather than BPD resulting from interactions between Child 
Abuse and the presence of Internalizing and Externalizing symptoms. Regressions using Child 
Abuse to predict BPD among discordant twin pairs were not significant among MZ twins but, 
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with the exception of Sexual Abuse, were significant among DZ twins for Emotional (B = .42, 
SE = .13, p < .001), Physical (B = .25, SE = .13, p < .05), and Any (B = .37, SE = .10, p < .001) 
Child Abuse. This was interpreted as supporting a mediation model. If BPD was environmentally 
(e.g., Child Abuse) caused similar significant effects should be found among MZ twins, 
discordant for CA. These findings, in conjunction with results from the biometric analyses, were 
interpreted as supporting genetic mediation between physical and emotional childhood abuse and 
BPD, rather than resulting from G-E interaction implicated in the secondary psychopathy study. 
Interestingly, the strongest evidence of genetic mediation was found for experiences of 
emotional abuse. This finding may result from increased perceptions or experiences of emotional 
abuse among children with borderline traits due to their increased emotional sensitivity. In other 
words, factors leading to BPD may also lead to more intense experiences of emotional abuse 
and, to a lesser extent, physical abuse. The lack of significant findings for sexual abuse may 
reflect greater objectivity in determining experiences of childhood sexual abuse as compared to 
other forms of abuse which may be more subjective. Although these findings do not explain the 
precise causal pathway to BPD development, they suggest that genetics play an important role in 
the process.  
The two studies described above fail to suggest that environmental factors, independent 
of genetic influence, are likely to be the primary cause of either secondary psychopathy or BPD. 
Although each study examined different risk factors in the development of presumably distinct 
personality disorders, differential inferences are limited by shared methodology. Notably, four 
(Alienation, Aggression, Control, & Absorption) of the six MPQ scales used to create the MPQ-
IA (secondary psychopathy) were also included in the MBPD, with the same direction of 
correlation. Stress Reaction, the only scale from the MBPD also used in the MPQ-FD (primary 
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psychopathy), is positively correlated with BPD and negatively correlated with primary 
psychopathy. Despite providing further evidence of construct overlap between BPD and 
secondary psychopathy, between-group comparisons are confounded by overlapping measures. 
Similarities would be expected simply due to the overlap in 66% of diagnostic criteria used to 
assess both secondary psychopathy and BPD. For instance, parallel findings between studies may 
simply reflect similar response patterns on the MPQ or multiple classification of the same 
participant. These limitations illustrate the potential for construct overlap to blur diagnosis and 
impede interpretation of research findings. It is unclear whether high scores on Alienation and 
Aggression and low scores on Control and Absorption on the MPQ are more accurately 
interpreted as indicators of BPD or as symptoms of secondary psychopathy, and how such 
distinctions may be meaningful.   
Physiology. Physiological distinctions have frequently been used to explain differences 
in personality and behavioral propensities. For example, Hans Eysenck theorized that reduced 
cortical arousal in conjunction with increased arousal of the autonomic nervous system results in 
high levels of both extroversion and neuroticism (Eysenck & Eysenck, 1970), which together 
increase one’s risk for persistent legal transgressions (Eysenck & Eysenck, 1977). Although 
extraversion is characteristic of psychopathy, neuroticism was not a feature of the disorder, as 
classically conceptualized. Thus it is not surprising that the majority of criminal offenders are not 
psychopathic. Since Eysenck’s early theory of personality, others have used psychophysiological 
models to explain differences in personality. Physiological correlates of particular relevance to 
secondary psychopathy include measures of startle response and Gray’s systems of behavioral 
activity.     
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Startle response. As previously discussed, studies of startle response among psychopaths 
suggest significant differences in reactivity between individuals categorized as psychopathic 
using the PCL-R (Patrick, 1994; Patrick et al., 1993). These studies used auditory stimuli in the 
form of a short burst of white noise to elicit startle response in participants. Baseline measures of 
startle response reflect latency and amplitude (magnitude of muscle movement) of corrugator 
electomyographic (EMG) activity. Changes in latency and amplitude of startle response are 
compared according to the affective valiance of verbal or visual task stimuli. In general, startle 
response is believed to be largely involuntary and susceptible to variations in emotional arousal. 
Research participants who scored high on PCL-R Factor-1 failed to display augmented startle 
response during exposure to negative emotional stimuli. Conversely, participants who scored 
high on PCL-R Factor-2 displayed exaggerated startle response to negative emotion valiance 
stimuli (Vanman, Mejia, Dawson, Schell, & Raine, 2003). Similar findings have been found in 
females with psychopathic traits (Anderson, Stanford, Wan, & Young, 2011).  
Comparable studies examining startle response among participants diagnosed with BPD 
have found increased startle response similar to those found among secondary psychopaths 
(Hazlett et al., 2007). Hazlett and colleagues examined startle response among community 
members with BPD (n = 27), diagnosed using the Structured Interview for DSM-IV Personality 
Disorders (SIDP-IV; Pfohl, Blum, & Zimmerman, 1995), in comparison to healthy controls (n = 
21), defined as no Axis I or Axis II disorder. The procedure used involved reading a series of 
unpleasant (16 items) and neutral words (16 items) as they appeared on a computer screen. 
During the procedure participants were exposed to “brief bursts of static noise” in order to elicit 
a startle response. Changes in EMG activity in response to white noise were used to assess startle 
amplitude and startle modulation was indicated by changes in startle amplitude from baseline 
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY 31 
(white noise alone). Compared to controls, the BPD group showed stronger startle response 
during unpleasant words (F = 6.91, p < .01), but did not differ in response to neutral words.  
Additional analyses did not suggest that these effects were due to comorbid ASPD, GAD, 
or PTSD within the BPD group. It is important to note that these findings are based on a small 
sample and have not been consistent throughout studies. Thus, it is possible that differences in 
exaggerated startle response among individuals with BPD may be moderated by the presence of 
dissociative symptoms (Barnow et al., 2012; Ebner-Priemer et al., 2005) or comorbid symptoms 
of Post-Traumatic Stress Disorder (PTSD; Limberg, Barnow, Freyberger, & Hamm, 2011). In-
depth analysis of underlying neurological factors contributing to differences in startle response is 
beyond the scope of this review and is limited by a lack of corresponding research relevant to 
secondary psychopathy. However, these findings suggest that both BPD and secondary 
psychopathy are associated with exaggerated startle response to negative emotionally valiance 
stimuli. Increased startle response to negative emotional stimuli have been found among normal 
controls, but to a lesser degree than that associated with BPD and secondary psychopathy. 
However, increased startle response to negative emotional stimuli has not been supported among 
primary psychopaths.  
Behavioral Inhibition and Activation Systems (BIS/BAS). One theory used to explain 
heterogeneity within the psychopathy construct implicates discrepant functioning of the 
Behavioral Inhibition System (BIS) and Behavioral Activation System (BAS) as the source of 
pathology. Gray (1987) described the BIS and BAS as neurologic systems responsible for the 
regulation of behavior. The BAS motivates behavior and can be thought of as the level of urge to 
obtain a desired goal. Conversely, the BIS restrains behavior and can be thought of as the level 
of self-control and ability to prevent behavioral responses to urges. It has been hypothesized that 
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these two systems account for differences between psychopathy variants. According to this 
theory, primary psychopathy results from a weak BIS combined with a normal BAS. Whereas, 
secondary psychopathy results from an overactive BAS in conjunction with a normal BIS. As a 
result, secondary psychopaths are thought to experience normal inhibitory anxiety but are more 
strongly driven and thus more likely to act on their urges despite the potential consequences 
associated with violating social norms.  
The theoretical relation between Gray’s two systems (BIS/BAS) and variants of 
psychopathy has been partially supported by research (Newman, MacCoon, Vaughn, & Sadeh, 
2005; Ross et al., 2007; Hundt, Kimbrel, Mitchell, & Nelson-Gray, 2008). Ross and colleagues 
(2007) examined the utility of the BIS and BAS in differentiating psychopathy subtypes among 
Spanish undergraduate students (N = 326; 55.8% female). Spanish translations of four separate 
self-report measures were used to assess psychopathy (APSD, Frick & Hare, 2001; LSRP, 
Levenson et al., 1995; SRP-III, Paulhus, Neumann, & Hare, in press; & PPI-R, Lilienfeld & 
Widows, 2005). Primary psychopathic traits were assessed using the following scales: PPI-R 
Fearless Dominance (FD), SRP-III Factor 1 (F1), LSRP Primary Psychopathy (PP), and APSD 
Callous/Unemotional (C/U). Secondary psychopathic traits were assessed using: PPI-R Self-
Centered Impulsivity (SI), SRP-III Factor 2 (F2), LSRP Secondary Psychopathy (SP), and APSD 
Impulsive/Conduct Problems (I/C). Spanish adaptations of the Behavioral Inhibition and 
Activation Scales (BIS/BAS; Carver & White, 1994), Sensitivity to Punishment and Sensitivity 
to Reward Questionnaire (SPSRQ; Torrubia, Ávila, Moltó, & Caseras, 2001), and trait anxiety 
from the State-Trait Anxiety Scale (STAI-T; Spielberger, Gorsuch, & Luschene, 1970) were 
used to assess behavioral inhibition and activation. Behavioral inhibition was assessed using the 
STAI-T, BIS scale from the BIS/BAS, and SP scales of the SPSRQ. Behavioral activation was 
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assessed using the BAS subscales from the BIS/BAS, and the SR scale of the SPSRQ.  
In this study, the BIS was negatively correlated with primary psychopathy (r = -.41, p < 
.001) and all individual scales of primary psychopathy (PPI-R-FD = -.69*; SRP-III-F1 = -.38*; 
LSRP-PP = -.22*; APSD-C/U = -.31*, *p < .001; Ross et al., 2007). The BIS was positively 
correlated with one scale of secondary psychopathy (LSRP = .22, p < .001) and negatively 
correlated with one scale of secondary psychopathy (SRP-III-F2 = -.33, p < .001). Notably, a 
factor analysis within this study found that Factor 1 and Factor 2 of the SSRP-III loaded on the 
same factor along with the other primary psychopathy scales. The BAS was positively correlated 
with both primary (r = .60, p < .001) and secondary (r = .50, p < .001) psychopathy and all 
individual primary and secondary psychopathy scales (PPI-R-FD = .55*; PPI-R-SI = .52*; SRP-
III-F1 = .48*; SRP-III-F2 = .54*; LSRP-PP = .50*; LSRP-SP = .28*; APSD-C/U = .32*; APSD-
I/C = .51*, *p < .001). Together, these findings suggest that primary psychopathy is associated 
with an underactive BIS and that both primary and secondary psychopathy are associated with an 
overactive BAS. These findings support the theory that secondary psychopathy is characterized 
by a highly active BAS and a normal BIS. These results also suggest that, in addition to an 
underactive BIS, primary psychopathy may be associated with an overactive BAS, possibly more 
so than with secondary psychopathy.  
Interpretation of these findings is hindered by the inclusion of overlapping variables. The 
authors of the study claim that a “multi-measure approach” (Ross et al., 2007, p. 1646) to 
psychopathy assessment was used in order to avoid construct contamination due to measurement 
error. However, the use of multiple self-report measures of a single construct also increases the 
likelihood of mono-method bias and artificially inflated variance (statistical power) resulting 
from redundant test items. This high level of covariance between psychopathy measures is 
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compounded by the lack of independence between primary and secondary psychopathic traits. In 
short, a participant scoring high on one scale of primary psychopathy was also more likely than 
other participants to score high on a corresponding scale of secondary psychopathy. This 
covariance effect is magnified as it is repeated with the remaining psychopathy measures. 
Multivariate approaches, such as regression analyses, could help parse out covariance effects to 
obtain a clearer understanding of the precise relation between the BIS and BAS and variants of 
psychopathy.  
The role of behavioral inhibition and behavioral activation systems in BPD can be 
inferred from broader research on personality disorders. Claes, Vertommen, Smits, and Bijttebier 
(2009) examined the BIS/BAS (Carver & White, 1994) in relation to PD diagnoses using a 
mixed sample (N = 251) of psychiatric inpatients (n = 89, 53.9% female) and normal controls (n 
= 162, 56.2% female). PD symptoms were assessed using the Assessment DSM-IV Personality 
Disorders (ADP-IV; Schotte, De Doncker, Vankerckhoven, Vertommen, & Cosyns, 1998). The 
ADP-IV assesses all diagnostic criteria for DSM-IV PDs. Each criterion is rated on a separate 7-
point scale.  
In this study, the BIS was found to be positively correlated with all PDs, except ASPD (r 
= -.05). Correlations between BIS and individual PDs are listed from strongest to weakest: 
Avoidant (r = .49, p < .001), Dependent (r = .48, p < .001), Obsessive-Compulsive (r = .44, p < 
.001), Borderline (r = .37, p < .001), Paranoid (r = .34, p < .001), Histrionic (r = .28, p < .001), 
Schizotypal (r = .20, p < .001), Narcissistic (r = .18, p < .01), and Schizoid (r = .17, p < .01; 
Claes et al., 2009). The BAS was positively correlated with Histrionic (r = .25, p < .001), 
Antisocial (r = .23, p < .001), Narcissistic (r = .22, p < .001), and Borderline (r = .18, p < .01) 
PDs, and negatively correlated with Schizoid (r = -.15, p < .01) PD. The BAS was not 
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significantly related to Paranoid, Schizotypal, Avoidant, Dependent, or Obsessive-Compulsive 
PDs. These results make sense in that the BIS was most strongly associated with PDs involving 
greater internalizing problems and reduced social interactions. For example, inhibited individuals 
are likely to be avoidant and uninhibited individuals are likely to violate social norms 
(antisocial). Similarly, PDs most strongly correlated with the BAS tend to involve more 
externalizing problems and interpersonal difficulties. Of relevance to this review, BPD was 
associated with increased activity of both the BIS and the BAS, compared to normal controls.  
Similar findings were reported in a study of Spanish undergraduate students (N = 193; 
Pastor et al., 2007). In this study behavioral inhibition and activation systems were assessed 
using the BIS/BAS (Carver & White, 1994) and PD symptoms were assessed using the 
Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, Graham, 
Tellegen, & Kaemmer, 1989) PD scales (Ben-Porath, 1999), respectively. The BIS was 
positively correlated with Dependent (r = .76, p < .001), Obsessive-Compulsive (r = .60, p < 
.001), Avoidant (r = .45, p < .001), Borderline (r = .43, p < .001), Schizotypal (r = .28, p < .001), 
and Paranoid (r = .23, p < .001) scales of the MMPI-2, and negatively correlated with 
Narcissistic (r = -.70, p < .001) and Antisocial (r = -.17, p < .01) scales. The BAS was positively 
correlated with Antisocial (r = .53, p < .001), Histrionic (r = .49, p < .001) Paranoid (r = .39, p < 
.001), Borderline (r = .37, p < .001), and Schizotypal (r = .37, p < .001) scales of the MMPI-2, 
and negatively correlated with Avoidant (r = -.25, p < .001) and Schizoid (r = -.21, p < .01) 
scales.  
Despite differences in sample populations and measurements of PD symptoms, patterns 
of correlation similar to those described in the previous study were found between the BIS/BAS 
and individual PDs. BIS scale scores, in both studies, were more positively correlated with BPD 
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than ASPD and Narcissistic PD. This suggests that BPD is characterized by greater behavioral 
inhibition compared to ASPD and psychopathy in general. However, inferences regarding level 
of congruence in BIS activity between BPD and secondary psychopathy cannot be drawn from 
this data.   
The results presented above suggest that increased activity of the BIS is associated with 
BPD; decreased activity of the BIS is associated with primary psychopathy; and increased 
activity of the BAS is associated with BPD, and both primary and secondary psychopathy. In 
light of these findings, activity of the BAS does not appear to adequately differentiate between 
BPD and either primary or secondary psychopathy. Although, the increased activity of the BIS 
associated with BPD has not consistently been found in studies of secondary psychopathy, 
neither of these disorders have exhibited negative correlations with the BIS similar to those 
found in relation to primary psychopathy. Therefore, reduced activity of the BIS would appear to 
differentiate primary psychopathy from both secondary psychopathy and BPD. If secondary 
psychopathy and BPD are truly distinct disorders with similar symptomologies, increased 
activity of the BIS may differentiate BPD from secondary psychopathy.    
Concurrent validity. Secondary psychopathy has been associated with co-occurring 
irritability, social withdrawal, lack of assertiveness, major mental illness, avoidant and dependent 
personality traits, somatic anxiety, susceptibility to stress, muscular tension, and indirect 
aggression (Skeem et al., 2007). Examining relations between each of these correlates and BPD 
can facilitate a preliminary evaluation of possible construct overlap between borderline 
personality disorder and secondary psychopathy. The following section will compare empirical 
findings relevant to this constellation of correlates in relation to both of the disorders. 
Empirically and/or theoretically derived correlates proposed to differentiate between variants of 
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psychopathy will be examined individually in their relation to both secondary psychopathy and 
BPD. The following analysis is structured according to findings from a single, rigorously 
designed cluster analytic study (Skeem et al., 2007) to constrain the number of variables within a 
practical framework.  
Skeem and colleagues, (2007) used model based cluster analysis to identify psychopathy 
subtypes among a Swedish sample of male violent offenders (N = 367). Participants subjected to 
subtype classification obtained PCL-R scores above the suggested cut-score of 30 (M = 33.2, SD 
= 2.7, n = 123). The four facets of the PCL-R in conjunction with the “psychic anxiety” scales of 
the Karolinska Scales of Personality (KSP; Gustavsson, Weinryb, Go¨ransson, Pedersen, & 
Åsberg, 1997) were utilized to cluster participants. The resulting clusters were labeled Primary 
(n = 74) and Secondary (n = 41). In addition, participants scoring below the PCL-R cut-score 
were used as a Comparison (n = 244) group.  
The primary cluster displayed the highest mean scores of all groups on all PCL-R facets 
and the lowest mean score on psychic anxiety from the KSP. The secondary group displayed 
significantly higher anxiety, BPD traits, Irritability, Social Withdrawal, Lack of Assertiveness, 
presence of major mental illness, than either the primary or comparison groups. The secondary 
group also displayed significantly higher levels of avoidant and dependent traits, somatic 
anxiety, muscular tension, stress susceptibility, and indirect aggression, in comparison to the 
primary group. Associations between each of these correlates and both secondary psychopathy 
and BPD are outlined below.  
Anxiety. Psychic Anxiety as measured by the KSP (Ortet, Ibáñez, Llerena, & Torrubia, 
2002) is described as examining “worry, insecurity, anticipatory and social anxiety” (p. 141). 
Anxiety has been proposed as a key differentiator between primary and secondary subtypes. In 
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the study by Skeem et al. (2007), the secondary group displayed significantly higher anxiety (M 
= 2.2) on the Psychic Anxiety scale of the KSP than both comparison (M =1.9, p < .01) and 
primary (M = 1.7, p < .01) groups. This measure of anxiety was one of the variables used to 
identify clusters. As such, psychic anxiety was purposefully chosen to differentiate subtypes and 
mean differences contributed to the labeling of clusters according to theory.  
Increased levels of anxiety are also thought to be associated with BPD (Conklin & 
Westen, 2005). Ekselius and colleagues (1994) examined the relation between SCID-II 
personality disorders and KSP subscales in a sample (N = 144) of male (n = 71) and female (n = 
73) patients with either somatic pain (n = 86) or insomnia (n = 58). The authors found Psychic 
Anxiety to be positively correlated with both Borderline (r = 0.40, p < .001) and Narcissistic (r = 
0.26, p < .01) SCID-II PD criteria, but not significantly correlated with ASPD. These findings 
suggest that the increased psychic anxiety, characteristic of secondary psychopathy, may also be 
found among individuals diagnosed with BPD and, to a lesser degree, Narcissistic PD.  
Borderline traits. Importantly, the secondary cluster endorsed significantly higher levels 
of BPD traits (M = 3.9) as assessed using the DSM-IV and ICD-10 Personality Questionnaire 
(DIP-Q; Ottosson et al., 1995) compared to primary (M = 2.7; p <.01) and comparison (M = 2.3, 
p < .001) groups (Skeem et al., 2007).  
Other studies have also found increased prevalence of borderline traits among secondary 
psychopaths. For instance, Blackburn, Logan, Donnelly, and Renwick (2008) used scores on the 
Impulsivity (I) and Withdrawal (W) factors of the Antisocial Personality Questionnaire (APQ; 
Blackburn & Fawcett, 1999) to cluster participants using Ward’s method of classification. To 
“maximize subgroup size” (Blackburn et al., 2008, p. 612) participants scoring 21 or higher on 
the PCL-R were included in the psychopathy subtype clusters. According to standardized scores 
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on the International Personality Disorder Examination (IPDE; World Health Organization, 1995) 
the secondary group displayed highest Axis II comorbidity with BPD (M = 1.20), followed by 
childhood antisocial behavior (M = 1.02), and Paranoid PD (M = .96). Standardized scores for 
the primary psychopathy group for were substantially lower for Borderline (M = .25), childhood 
antisocial (M = .65), and Paranoid PD (M = .09; Blackburn et al., 2008).  
Comparable findings have been reported for correlations between the Levenson Self-
Report Psychopathy (LSRP; Levenson et al., 1995) scales and personality disorder symptoms, 
assessed using the Schedule for Nonadaptive and Adaptive Personality (SNAP; Clark, 1993), 
among a sample (N = 276) of college students (Ross, Bye, Wrobel, & Horton, 2008). Results 
from multiple regression analyses found ASPD and Narcissistic PD to be the best predictors of 
primary psychopathy (R2 = .37; F = 40.05, p < 0.001); whereas, ASPD, Paranoid, Obsessive-
Compulsive (negatively correlated) and Borderline PDs best predicted secondary psychopathy 
(R2 = .41; F = 30.60, p < 0.001; Ross, et al.).  
Comparisons of psychopathic traits within the BPD literature are hindered by the 
common omission of psychopathy measures or factor scores, relevant to subtypes of 
psychopathy, when such measures were utilized. However, PCL-R factor scores were included in 
a recent study of working memory among criminal offenders with comorbid BPD and ASPD 
(Prehn et al. 2013). All participants (N = 15) met DSM-IV criteria for both ASPD and BPD. The 
authors report the average sample scores for PCL-R total (M = 14.8, SD = 2.2), Factor 1 (M = 
3.7, SD = 0.6), and Factor 2 (M = 10.1, SD = 1.7). According to the PCL-R scoring protocol 
(Hare, 1991), 16.2% of prison inmates and 25.5% of forensic patients scored at or below 15; 
13.7% of prison inmates and 18.4% of forensic patients obtained a Factor 1 score at or below 4; 
and 33.6% of prison inmates and 41.1% of forensic patients obtained a Factor 2 score of 10 or 
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below. Although, psychopathy scores among this group of offenders are relatively low, Factor 2 
scores appear substantially higher than scores on Factor 1. However, higher scores on Factor 2 
may reflect overlap with ASPD rather than, or in addition to, BPD criteria. Together, these 
findings support higher levels of Factor 2 psychopathic traits to be associated with both 
secondary psychopathy and BPD.    
Irritability. The Irritability scale of the KSP is described as a measure of “lacking 
patience,” (Ortet et al., 2002, p.141). Secondary psychopaths are theorized to be more 
emotionally reactive than primary psychopaths. In the study by Skeem et al. (2007) scores on the 
Irritability scale of the KSP were significantly higher among secondary (M = 11.7) as compared 
to primary (M = 10.5, p <.05) and comparison (M = 9.9, p < .001) groups. In the previously 
described study by Ekselius et al. (1994) examining the relation of KSP scales to SCID-II PDs, 
Irritability was positively correlated with BPD (r = .42, p < .001), ASPD (r = .31, p < .001) and 
Narcissistic PD (r = .25, p < .01). Although Irritability was most highly correlated with BPD, 
positive correlations were also found with ASPD and Narcissistic PD, which may be associated 
with the primary variant of psychopathy.  
Using an alternate measure of irritability (Questionnaire for Factors of Aggressiveness), 
Prehn et al. (2013) found higher levels of irritability among male offenders (n = 15) with 
comorbid ASPD and BPD (M = 10.1, SD = 2.8) compared to healthy (n = 17) controls (M = 4.0, 
SD = 2.2, p < .001). These findings suggest that increased irritability is associated with BPD, 
ASPD, Narcissistic PD, and both variants of psychopathy. Associations with irritability are likely 
to be more pronounced among individuals with secondary psychopathy and BPD, in comparison 
to primary psychopathy, ASPD, and Narcissistic PD. This is congruent with the pattern of 
relation found in the cluster study by Skeem et al. (2007); the primary cluster had higher levels 
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of irritability than the control group. 
 Social withdrawal. The KSP assesses social withdrawal using the Detachment scale, in 
which individuals “avoid involvement with others, are withdrawn, and schizoid” (Ortet et al., 
2002, p. 141). Skeem and colleagues (2007) found significantly higher Detachment scale scores 
among secondary (M = 24.0) as compared to primary (M = 21.5, p < .05, calculated from M, SD, 
and n) and comparison (M = 21.6, p < .01) groups. In the study by Ekselius et al. (1994), 
Detachment, on the KSP, was not significantly correlated with SCID-II criteria for Borderline, 
Antisocial, or Narcissistic PDs. Although high levels of detachment have been associated with 
secondary psychopathy, these findings fail to support similarly high levels of detachment among 
individuals with BPD. 
Lack of assertiveness. The Inhibition of Aggression scale of the KSP measures lack of 
assertiveness; whether an individual experiences “sadness, rather than anger when scolded, and 
cannot speak up” (Ortet et al., 2002, p.141). In the study by Skeem et al. (2007) Inhibition of 
Aggression scores were highest among secondary (M = 21.5) as compared to primary (M = 18.2) 
and comparison (M = 20.5) groups. In the study by Ekselius et al. (1994), Inhibition of 
Aggression was positively correlated with BPD (r = .23, p < .01), but not with ASPD or 
Narcissistic PD. Together, these findings suggest that both secondary psychopathy and BPD are 
characterized by lower levels of assertiveness in comparison to primary psychopathy and related 
personality disorders. 
Major mental illness. One of Cleckley’s original psychopathy criteria was an “absence of 
delusions and other signs of irrational thinking” (1976, p.338; see Appendix A). Conversely, 
secondary psychopathy has been associated with higher rates of mental illness. The study by 
Skeem et al. (2007), used broad indicators of mental illness, item H-6 (Major Mental Illness) on 
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the Historical, Clinical, Risk Management – 20 (HCR-20; Webster, Douglas, Eaves, & Hart, 
1997) and DSM-IV Global Assessment of Functioning Scale (GAF) scores documented in the 
DIP-Q. The secondary psychopathy cluster had higher rates of mental illness (HCR-20, H6; M = 
0.2, SD = 0.5) and lower levels of functioning (GAF; M = 67.8, SD = 18.0) than either the 
primary psychopathy (HCR-20, H6; M = 0.0, SD = 0.1; GAF; M = 76.8, SD = 17.5) or 
comparison (HCR-20, H6; M = 0.0, SD = 0.3; GAF; M = 77.1, SD = 18.3) groups (Skeem et al., 
2007).  
In the, previously described cluster study by Blackburn et al. (2008), the “secondary 
psychopath” (n = 16), as compared to the “primary psychopath” group (n = 28), had higher 
lifetime rates of Axis I depression (75% vs. 39%), anxiety (69% vs. 32%), psychosis (38% vs. 
29%), and PTSD (75% vs. 21%), assessed using the Composite International Diagnostic 
Interview (CIDI; World Health Organization, 1997). The secondary group also reported greater 
incidences of past physical abuse (50% vs. 21%), sexual abuse (50% vs. 14%), and neglect (25% 
vs. 14%), in comparison to the primary group. The higher prevalence of Axis I disorders within 
secondary psychopathy groups found in these studies is consistent with clinical and theoretical 
descriptions of psychopathy subtypes.  
Mental illnesses commonly comorbid with BPD, according to the DSM-5, include mood 
disorders, eating disorders, PTSD, ADHD, and substance use disorders (APA, 2013, p.665). In 
addition, patients with BPD are described as utilizing a great deal of mental health resources and 
presenting increased risk of suicide in early adulthood (APA, 2013). These statements are 
supported by findings from a national comorbidity survey of DSM-IV PDs (Lenzenweger, Lane, 
Loranger, & Kessler, 2007). Questions from the International Personality Disorder Examination 
(IPDE) were used to assess BPD and ASPD and to screen for other PDs. Face-to-face interviews 
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(N = 5,692) were used for initial assessments and follow-up clinical interviews were conducted 
by phone (n = 214).  
BPD was associated with the highest rates of “any” comorbid SCID-I anxiety (OR = 8.1, 
CI = 4.1 - 16.2), mood (OR = 9.2, CI = 5.0 - 16.8), impulse control (OR = 14.4, CI = 4.8 - 43.4), 
or substance use (OR = 7.9, CI = 4.4 - 14.4) disorder. Notably, ASPD was associated with higher 
rates of GAD (OR = 7.4, CI = 2.4 – 23.0) and PTSD (OR = 9.8, CI = 3.1 – 30.9), compared to 
BPD. Of all participants meeting criteria for an Axis I disorder, only a minority also met criteria 
for BPD (4.7%, SE = 1.1). Conversely, the majority of participants meeting diagnostic criteria 
for BPD (84.5%, SE = 8.3) could be diagnosed with an Axis I disorder (Lenzenweger et al., 
2007).  
Further, findings from the second wave of the National Epidemiologic Survey on Alcohol 
and Related Conditions (NESARC) found respondents (N = 34,653) with BPD (n = 2,079) to 
have high rates of comorbid mood (75%, SE = 1.1) and anxiety (74%, SE = 1.2) disorders. 
Highest rates of comorbidity were found for: major depressive disorder (32%, SE = 1.2) Bipolar 
I (32%, SE = 1.3), PTSD (39%, SE = 1.3), specific phobia (38%, SE = 1.4), GAD (35%, SE = 
1.3), and PTSD (24%, SE = 0.9; Grant, et. al., 2008). Together, these findings support higher 
rates of comorbid mental illness to be associated with both secondary psychopathy and BPD in 
comparison to primary psychopathy, and other PDs. 
Avoidant traits. The DSM-5 describes Avoidant Personality Disorder as, “a pattern of 
social inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation” (APA, 
2013, p. 645). In the study by Skeem and colleagues (2007), significantly higher levels of 
Avoidant traits, as assessed using the DIP-Q, were found among the secondary (M = 2.5) as 
compared to the primary (M = 1.1, p < .001) group. A study by Watson and Sinha (1998) used 
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the Coolidge Axis II Inventory (CATI), a 200 item self-report measure, to assess comorbidity of 
personality disorders within a large (N = 1,729) nonclinical sample. Presence of a personality 
disorder was indicated by participant scores two SDs above the sample mean on a given PD 
scale.  
Using this method of classification, higher rates of co-occurrence were found between 
Avoidant (n = 64) and Borderline (n = 70; comorbid = 9.8%) as compared to co-occurring 
Avoidant and Antisocial (n = 87; comorbid = 2.7%) PDs. However, greater rates of co-
occurrence were found between Avoidant and Passive-Aggressive (n = 74; comorbid = 15.9%), 
Schizotypal (n = 58; comorbid = 14.5%), Obsessive-Compulsive (n = 46; comorbid = 13.1%), 
and Paranoid (n = 72; comorbid = 11.0%) personality disorders (Watson & Sinha, 1998).  
Similar patterns of comorbidity were reported by Grilo and colleagues (2001) within a 
clinical sample (N = 668) using the Diagnostic Interview for DSM-IV Personality Disorders 
(DIPD-IV). In this study, Avoidant traits were more strongly correlated with Borderline (Inter-
Category Median Intercriterion Correlation, ICMIC = .11) traits than with Antisocial traits 
(ICMIC = .05; Grilo et al., 2001).  
Together, these findings suggest higher co-occurrence of avoidant traits among 
individuals with secondary psychopathy or BPD in comparison to primary psychopathy, 
Narcissistic PD, and ASPD. However, the presence of avoidant traits is not unique to BPD or 
secondary psychopathy. High levels of avoidant traits are associated with a variety of PDs. 
Interestingly, associations between Avoidant traits and other PDs seem to parallel previously 
described findings from research on the BIS. Therefore, increased avoidant traits found in both 
BPD and secondary psychopathy may result from increased activity of the BIS or higher levels 
of trait anxiety. 
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Dependent traits. The DSM-5 defines Dependent Personality Disorder as “a pattern of 
submissive and clinging behavior related to an excessive need to be taken care of” (APA, 2013, 
p. 645). Skeem and colleagues (2007) found significantly higher levels of Dependent traits, as 
measured using the DIP-Q, among the secondary (M = 1.9) as compared to the primary (M = 0.9, 
p < .01) group. In the previously described study by Watson and Sinha (1998), the authors used 
the CATI to assess comorbidity of personality disorders within a nonclinical sample (N = 1,729) 
and found a slightly higher rate of co-occurrence between Dependent (n = 70) with Borderline 
(5.0% comorbidity) as compared to Antisocial (4.3% comorbidity). However, higher rates of co-
occurrence were found between Dependent and Passive-Aggressive (13.4% comorbidity), 
Avoidant (12.1% comorbidity), Histrionic (n = 60; 11.1% comorbidity), Narcissistic (n = 73; 
10.8% comorbidity) Schizotypal (14.5% comorbidity), Paranoid (8.4% comorbidity) and 
Obsessive-compulsive (6.4% comorbidity; Watson & Sinha, 1998).  
In the study by Grilo and colleagues (2001), dependent traits were more strongly 
correlated with Borderline (ICMIC = .15) than with Antisocial (ICMIC = .03) traits (Grilo et al., 
2001). It is important to note that both Avoidant and Dependent PDs were positively correlated 
with each other (ICMIC = .15; Grilo et al., 2001). Together, these findings suggest higher co-
occurrence of dependent traits among individuals with secondary psychopathy or BPD in 
comparison to primary psychopathy and ASPD respectively. However, higher levels of comorbid 
dependent traits were also found among individuals with Narcissistic PD, which has been 
associated with primary psychopathy. Although Narcissistic PD and psychopathy share 
interpersonal features, psychopathy is characterized by social independence and an aloofness 
regarding relationships. These differences may account for differential associations with 
Dependent PD.  
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Somatic anxiety. The Somatic Anxiety scale of the KSP is described as measuring 
“autonomic symptoms, concentration difficulties, vague distress, and panic” (Ortet et al., 2002, 
p.141). In the study by Skeem and colleagues (2007), Somatic Anxiety on the KSP was 
significantly higher among secondary (M = 58.8) as compared to primary psychopaths (M = 
52.7; t = 2.4, p < .05). In the study by Ekselius et al. (1994) examining the relation between KSP 
scales and SCID-II diagnosed personality disorders, Somatic Anxiety was positively correlated 
with BPD (r = .33, p < .001) and to a lesser extent with Narcissistic PD (r = .17, p < .05), and 
was not significantly correlated with ASPD. Thus, somatic anxiety is more strongly correlated 
with BPD than with Narcissistic and Antisocial PDs. These findings suggest that higher levels of 
somatic anxiety are more likely to be associated with BPD and secondary psychopathy as 
compared to primary psychopathy. 
Indirect evidence for a potential link between Somatic Anxiety on the KSP and BPD can 
be inferred from suicide research. In two separate studies of suicide attempters, Somatic Anxiety 
was found to be among the two most highly endorsed subscales of the KSP (Hirvikoski & 
Jokinen, 2012; Öjehagen, Johnsson, & Träskman-Bendz, 2003). Hirvikoski and Jokinen (2012) 
administered the KSP to a Swedish sample (N = 181, 37% male) of recent suicide attempters. 
The two subscales with the highest average scores were Muscular Tension (M = 60.62, SD = 
15.51) and Somatic Anxiety (M = 60.50, SD = 14.75).  
Identical findings were reported by Öjehagen and colleagues (2003) in their earlier study 
of Swedish suicide attempters (n = 26, 19% male). The KSP was administered twice; during 
inpatient treatment following a suicide attempt, and as part of a 5-year follow up study. The two 
subscales with the highest average scores following a suicide attempt were Muscular Tension (M 
= 64.2, SD = 16.7) and Somatic Anxiety (M = 63.1, SD = 14.9). Significant reductions in both 
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Muscular Tension (M = 55.1, SD = 12.7; r = - 0.44, p < .001) and Somatic Anxiety (M = 51.0, 
SD = 10.9; r = - 0.46, p < .001) were found at follow up. Further analyses revealed that 
reductions in Muscular Tension and Somatic Anxiety were only significant among non-repeat 
suicide attempters (n = 14). Though BPD was not assessed in these two studies, it is closely 
linked to chronic suicidal and self-harm behaviors. Empirical findings suggest that increased risk 
of self-harm associated with BPD persists after controlling for Major Depressive Disorder (Sharp 
et al., 2012), ASPD (James & Taylor, 2008), and both Factor 1 and Factor 2 psychopathic traits 
(Verona, Sprague, & Javdani, 2012). These findings suggest that, in addition to being positively 
correlated with secondary psychopathy, somatic anxiety is also strongly correlated with suicidal 
behavior, a well-established feature of BPD.  
Stress susceptibility. The Pscyhasthenia scale of the KSP measures an individual’s “stress 
susceptibility,” and the degree to which one is “easily fatigued, feel uneasy when urged to speed 
up and face new tasks” (Ortet et al., 2002, p.141). In the study by Skeem and colleagues (2007), 
Pscyhasthenia scores were significantly higher among secondary (M = 57.8) as compared to 
primary (M = 50.5) psychopaths (t = 3.1, p < .001). In relation to SCID-II diagnosed PDs, 
pscyhasthenia on the KSP, was found to be significantly positively correlated with BPD (r = .37, 
p < .001) and Narcissistic PD (r = .26, p < .01), but was not significantly correlated with ASPD 
(Ekselius et al., 1994). Although they do not allow for direct comparison of mean level 
differences between groups, these findings suggest that borderline and narcissistic traits may be 
associated with greater susceptibility to stress. These findings provide modest support for a 
positive correlation between susceptibility to stress and both secondary psychopathy and BPD. 
However, this relation, as divergent from primary psychopathy, is tempered by the positive 
correlation between stress susceptibility and Narcissistic PD. 
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Muscular tension. The Muscular tension scale of the KSP measures physiological 
experiences, such as “tenseness in the muscles, trembling, feeling stiff, and gnashing jaws” 
(Ortet et al., 2002, p.141). Skeem and colleagues (2007) found scores on this scale to be 
significantly higher among secondary (M = 62.8) as compared to primary psychopaths (M = 
54.3; t = 3.2, p < .01). In relation to other PDs assessed using the SCID-II, Muscular tension on 
the KSP was found to be significantly positively correlated with borderline (r = .40, p < .001), 
but not with narcissistic nor antisocial PDs (Ekselius et al., 1994). This finding suggests that, as 
with secondary psychopathy, Muscular tension is strongly associated with BPD but not 
significantly related to other PDs closely related to primary psychopathy.   
Ancillary support for a potential link between Muscular Tension and BPD can be inferred 
from empirical findings related to suicidal behavior. In two studies of suicide attempters, 
previously described in the section on Somatic Anxiety, Muscular Tension had the highest 
endorsement of any subscale on the KSP (Hirvikoski & Jokinen, 2012; Öjehagen et al., 2003). 
These findings are relevant in that suicidal behavior is closely related to BPD (DSM-5 criterion 
5; APA, 2013). Although they do not allow for mean level comparisons between groups, these 
findings suggest that higher levels of muscle tension are associated with BPD and secondary 
psychopathy, as compared to primary psychopathy.  
Indirect aggression. The Indirect Aggression scale on the KSP assesses aggressive 
behavior such as, “sulking or slamming doors when angry” (Ortet et al., 2002, p.141). In the 
study by Skeem and colleagues (2007), Indirect Aggression was significantly higher among 
secondary (M = 54.4) as compared to primary (M = 50.5) psychopaths (t = 2.1, p < .05). Among 
SCID-II diagnosed personality disorders, Indirect Aggression was positively correlated with 
BPD (r = .45, p < .001), APSD (r = .37, p < .001) and Narcissistic PD (r = .31, p < .001; 
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Ekselius et al., 1994). These findings suggest that BPD and both primary and secondary 
psychopathy are associated with generally high rates of indirect aggression. Although greater 
instances of indirect aggression would be expected among all of these PDs, comparatively higher 
rates appear to be associated with secondary psychopathy and BPD.   
Predictive validity. In addition to the correlates described above, a variety of clinically 
relevant outcomes have been proposed within the literature as being uniquely related to the 
prognosis and treatment of secondary psychopathy. Commonly implicated variables include: 
negative affectivity, paranoia, PTSD, increased substance abuse, and risk for suicide or self-
harm. Empirical findings for each of these variables as they relate to both secondary psychopathy 
and BPD are reviewed below.  
Negative affectivity. Negative affectivity, broadly denotes feelings of angst and generally 
uncomfortable mood states. Increased negative affect has been linked to both secondary 
psychopathy and BPD. A study of male offenders (N = 156) assessed negative affectivity using 
the Welsh Anxiety Scale (WAS; Welsh, 1956), which, according to the authors of the study, has 
been purported to measure “general maladjustment or emotional upset” (Hale, Goldstein, 
Abramowitz, Calamari, & Kosson, 2004). In this study, individuals high on psychopathic traits 
(PCL-R Total Score ≥ 30) were found to experience more negative affectivity, indicated by the 
WAS (M =18.2, SD = 9.7), than non-psychopathic (PCL-R Total Score ≤ 20; M = 13.6, SD = 8.0; 
p < .05) individuals. However, after controlling for between-factor covariance on the PCL-R, 
scores on the WAS were found to be positively correlated with Factor 2 (r =.25, p < .01) and 
negatively correlated with Factor 1 (r = -.17, p < .05) of the PCL-R, (Hale et al., 2004). Thus, the 
positive correlation between WAS and PCL-R Total scores can likely be attributed to higher 
levels of Factor 2 traits.  
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It has been theorized that primary psychopaths are largely free of negative affective 
experiences such as anxiety and depression. In fact, “absence of nervousness or psychoneurotic 
manifestations” was among Cleckley’s criteria for psychopathy (1976, p. 338). The negative 
correlation between scores on the WAS and Factor 1 of the PCL-R appear to support this theory. 
In addition to these findings, many KSP scales (somatic anxiety, psychic anxiety, muscular 
tension, & pscyhasthenia) associated with secondary psychopathy and BPD are also related to 
indicators of negative affect such as chronic depression (Gardner & Hällström, 2004) and suicide 
risk (Hirvikoski, & Jokinen, 2012; Öjehagen et al., 2003). These findings suggest that BPD and 
secondary psychopathy are associated with greater negative affectivity compared to primary 
psychopathy.    
Paranoia. Increased paranoia has been linked to secondary psychopathy. As previously 
discussed, Blackburn et al. (2008) found higher rates of Paranoid PD among their secondary (M 
= .96) as compared to their primary (M = .09) psychopathy group. Similarly, Ross et al. (2008), 
found the Paranoid scale of the SNAP to be more highly correlated with secondary (r = 0.43, p < 
.001) than primary (r = 0.30, p < .001) psychopathy, as assessed using the LSRP. Stronger 
correlations between secondary psychopathy and paranoia make sense, given the centrality of 
augmented anxiety in conceptualizations of the disorder. It is important to note that Paranoid PD 
traits on the DIP-Q did not differ between primary (M = 2.8 SD = 1.9) and secondary (M = 2.8 
SD = 2.2) psychopathy subtypes in the study by Skeem et al. (2007). 
In relation to BPD, paranoia has been described as relating to insecurity in interpersonal 
relationships and fear of abandonment. Gleason and colleagues (2012) examined DSM-IV PDs 
among middle-aged men and women (N = 1,234). The SIDP-IV was used to assess symptoms of 
PD. Correlations between SIDP-IV PDs found that Paranoid PD was most strongly correlated 
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with Schizoid (r = 0.45, p < .05), Borderline (r = 0.31, p < .05), and Narcissistic (r = 0.27, p < 
.05) PDs and most weakly correlated with Antisocial (r = 0.16, p < .05), Avoidant (r = 0.16, p < 
.05), and Dependent PDs (r = 0.09, p < .05; Gleason, Powers, & Oltmanns, 2012). Though these 
findings suggest increased presence of paranoid traits among individuals with BPD, they also 
suggest a similar relation among individuals with Narcissistic PD. Narcissistic traits are thought 
to be more prominent among primary, as compared to secondary, psychopathy. Increased 
paranoia among individuals with narcissistic features may stem from underlying insecurities and 
distrust of others. Based on these findings, it is not clear whether the level of paranoia associated 
with BPD would be greater than that associated with primary psychopathy. 
Posttraumatic Stress Disorder (PTSD). History of trauma and PTSD have been indicated 
in both secondary psychopathy (Blackburn et al., 2008) and BPD (APA, 2013, p. 665). A 
diagnosis of PTSD requires symptom onset “following exposure to one or more traumatic 
events” (APA, 2013, p. 274). Using data from the NESARC survey (see description in Grant et 
al., 2008) Pagura and colleagues (2010) reported substantial rates of comorbidity between PTSD 
and BPD among a large US sample (N = 34,653) of adults living in the community. Diagnostic 
symptoms of PTSD, BPD, and other psychiatric disorders described in this study were assessed 
using The Alcohol Use Disorder and Associated Disabilities Interview Schedule-DSM-IV 
Version (AUDADIS-IV; Grant, Dawson, & Hasin, 2001). Overall prevalence rates of PTSD 
(6.6%) and BPD (5.9%) were comparable. Among participants diagnosed with BPD, 39.2% were 
also diagnosed with PTSD. Alternatively, among participants with PTSD 24% were also 
diagnosed with BPD (n = 643; Pagura et al., 2010).  
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Interestingly, individuals with PTSD have been found to exhibit similar elevations on the 
KSP domains that have been associated with secondary psychopathy: Somatic Anxiety, Psychic 
Anxiety, Muscular Tension, Psychasthenia, Inhibition of Aggression, Impulsiveness, Indirect 
Aggression, Irritability, and Detachment (Daud, Klinteberg, & Rydelius, 2008). Thus, comorbid 
PTSD likely accounts for a portion of overlap between correlates of secondary psychopathy and 
BPD. However, symptom overlap between PTSD and BPD (e.g., dissociative symptoms, self-
destructive behavior, & hypervigilance) may also be responsible for similarities in subscale 
elevations on the KSP. 
Substance use disorders. Substance Use Disorders (SUDs) are broadly defined as “a 
cluster of cognitive, behavioral, and physiological symptoms indicating that the individual 
continues using the substance despite significant substance-related problems” (APA, 2013, p. 
483). High rates of comorbid SUDs have been associated with both secondary psychopathy and 
BPD. For instance, a cluster analysis examining psychopathy subtypes among adult female 
offenders (N = 226) found significantly higher rates of substance abuse to be associated with 
secondary psychopathy (Hicks, Vaidyanathan, & Patrick, 2010). The sample was divided into 
psychopathic (PCL-R Total ≥ 25; n = 70) and non-psychopathic (PCL-R Total ≤ 17, n = 70) 
groups. Psychopathy clusters were derived by applying model-based cluster analysis to the 11 
personality trait scales from the MPQ-Brief Form (MPQ-BF; Patrick, Curtin, & Tellegen, 2002). 
The secondary (n = 39) cluster was differentiated from the primary (n = 31) cluster by higher 
levels of Stress Reaction (d = 1.83, p < .001), Alienation (d = 1.20, p < .001), Aggression (d = 
2.08, p < .001), and Absorption (d = 1.38, p < .001), and lower levels of Control (d = -1.20, p < 
.001). Psychopathic female offenders in the secondary (M = .36, SD = 0.6) cluster scored higher 
on a Survey of Alcohol and Drug Use, than control (M = -.26, SD = 0.4, d = 1.22, p < .001) and 
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primary (M = .03, SD = 0.6, d = .55, p < .05) groups. Although both psychopathy subtypes were 
associated with greater risk of substance abuse compared to non-psychopathic controls, 
secondary psychopathy was associated with the highest levels of substance abuse.  
Increased risk of comorbid substance use disorder has also been found among individuals 
diagnosed with BPD (APA, 2013, p.665; Grant, et al, 2008; Sansone & Sansone, 2011). In a 
comprehensive review of studies published between 1987 and 1997, Trull and colleagues (2000) 
examined the relation between BPD and substance use disorders. The authors aggregated 
findings from 17 published studies on SUDs. Of all participants in these studies (N = 5518), 
subsamples of participants with BPD were used to estimate comorbidity with SUDs. BPD 
subsamples were chosen based on the available substance use information. In a subsample of 
participants with BPD (n = 479), 57.4% (n = 275) also received a SUD diagnosis. More specific, 
comorbidity with alcohol use (48.8%; n = 265/605) was higher than comorbidity with drug use 
(38%; n = 140/368) disorders. In relation to other personality disorders, only ASPD has 
consistently been associated with rates of substance abuse higher than those found in Borderline 
and Histrionic PDs (Trull, Jahng, Tomko, Wood, & Sher, 2010; Trull, Waudby, & Sher, 2004).  
Research suggests that the co-occurrence of BPD and substance use disorders likely 
develops from reciprocal interactions between the two disorders rather than a linear cause-and-
effect relation (Bornovalova, Hicks, Iacono, & McGue, 2013; Trull, Sher, Minks-Brown, Durbin, 
& Burr, 2000). Specifically, increased substance use among individuals with BPD is thought to 
interact with deficits in impulse control and affective reactivity (Axelrod, Perepletchikova, 
Holtzman, & Sinha, 2011). It is possible that the increased anxiety and negative affectivity found 
among secondary psychopaths may contribute to increased rates of substance abuse in a manner 
similar to that described in relation to BPD.  
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Suicide risk. It has been theorized that secondary psychopaths are at higher risk for 
suicide as compared to primary psychopaths. This theory is rooted in the perceived level 
emotional stability associated with each variant of psychopathy. Although little suicide research 
has been done specific to psychopathy variants, relations can be inferred through factor 
associations with clinically relevant outcomes. Douglas and colleagues (2006) aggregated data 
from 12 adult and juvenile offender samples (N = 1,711) to examine the relation between 
psychopathic traits and suicidal ideation and attempts. Psychopathy was measured using a 
variety of self-report (PPI, APSD, CPS, & PAI ANT) and clinical rating scales (PCL-R, 
PCL:YV, PCL:SV). After controlling for covariance between psychopathy factors, a significant 
(t = -4.89, p < .001) but small (q = .12) difference was found between factors in relation to 
suicidality, with Factor 2 being more highly correlated with suicidality as compared to Factor 1 
(Douglas, Herbozo, Poythress, Belfrage, & Edens, 2006).  
Similar findings are reported in a later study by Douglas et al. (2008) that examined 
suicidal behavior among a sample of male offenders (N = 682) using the PCL-R, PPI, and PAI 
ANT. Examining PCL-R correlations using the four-factor model, only Facet 3/Impulsivity was 
significantly correlated with suicide-related behavior (r = .15, p < .001) and suicide ideation (r = 
.17, p < .001). The following partial correlations were reported for the remaining facets and 
suicide-related behavior and ideation respectively: Facet 1/Interpersonal (r = .01; r = -.09, p < 
.05), Facet 2/Affective (r = -.05; r = .01), and Facet 4 /Antisocial (r = -.02; r = -.01; Douglas et 
al., 2008). These findings are particularly relevant to the current review given that Facet 3 on the 
PCL-R appears to share the greatest overlap with symptoms of BPD. The relation between BPD 
and elevated risk for suicide or self-harm has been supported through a substantial body of 
research (Sharp et al., 2012; James & Taylor, 2008). Furthermore, increased risk of suicide is 
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contradictory to Cleckley’s (1976) original conceptualization of psychopathy, which included 
“suicide rarely carried out” (p. 339) among the criteria for diagnosis (see Appendix A). 
Limitations & Considerations  
Cross-study comparisons present a multitude of obstacles to interpretation of convergent 
and divergent findings. The magnitude of effect sizes between studies on BPD and secondary 
psychopathy varied between correlates. However, consistent patterns of asymmetry did not 
emerge over multiple studies or correlates. Importantly, none of the findings clearly contradict 
the proposed overlap between constructs. These findings are striking given the assumed 
diagnostic distinction between the two disorders and breadth of research methodologies utilized. 
 Substantial covariance between correlates of the two disorders was found through 
systematic comparisons. The high level of covariance between the variables described in this 
review complicates interpretation of causal relations. For example, both disorders were strongly 
correlated with PTSD, substance abuse, and suicidal behavior. Accordingly, increased rates of 
suicidal behavior may better be accounted for by comorbid PTSD rather than stemming from 
either BPD or secondary psychopathy. This lack of statistical independence between clinical 
correlates is exacerbated by diagnostic similarities. Shared diagnostic criteria between the two 
disorders likely contribute to similar constellations of correlates and hinder identification of 
unique sources of variance between disorders.  
The equivalence of secondary psychopathy and BPD cannot be determined definitively 
on the basis of findings discussed in this manuscript. However, these studies fail to provide 
substantial empirical support for the existence of secondary psychopathy as a unique diagnostic 
disorder of clinical utility. In order to fully assess equivalence between constructs, research is 
needed in which both constructs are assessed within the same sample. In addition, comparisons 
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of research on neural correlates associated with each disorder could assess structural or 
functional distinctions that may differentiate between the two disorders.  
Congruence between constructs will always be imperfect due to differences in 
conceptualizations of the latent variables and the manner in which each is operationalized and 
measured. Therefore, accounting for potential costs and benefits, theoretical explanation is 
necessary to justify continued diagnostic distinction between these disorders. One factor 
currently distinguishing secondary psychopathy from BPD is criminality. However, preservation 
of the secondary psychopathy construct solely on the basis of criminality would require 
rationalization given that criminality has generally been an unreliable indicator of 
psychopathology in scientific literature.  
Summary  
Comparisons of research on BPD and secondary psychopathy indicate substantial overlap 
between the two constructs. Overlap was apparent among diagnostic criteria, physiological 
characteristics, co-occurring clinical features, and potential prognostic risk factors. Although the 
precision of comparative analysis was hindered by cross-study comparisons and correlational 
research designs, similarities were found across a wide range of studies employing diverse 
measures of each disorder among samples from various populations. Extraordinarily, 
understanding of these two disorders has evolved somewhat independently culminating in two 
distinct bodies of research. Factors that may have contributed to this outcome are discussed 
below.    
Possible origins. The emergence of distinct diagnostic labels for conceptually similar 
diagnoses and resulting parallel programs of research may have been influenced by a variety of 
factors. Differences in symptom manifestation and cultural expectations between genders, 
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reliance on specific behavioral indicators, over specificity among researchers, over interpretation 
of imperfect measures, and heavy reliance on prior theory may have contributed to this situation.  
Gender bias. According to the DSM-5, the majority of individuals diagnosed with BPD 
are female. Conversely, significantly higher prevalence rates of psychopathy have been found 
among males. A difference in prevalence between sexes is not a sufficient indication of gender 
bias in diagnosis; however, differences in diagnostic rates between sexes do entail some form of 
explanation. If diagnostic criteria for each disorder differentially reflect gender specific 
manifestations of parallel underlying pathologies, then gender bias may be considered a 
contributing factor. Differences between sexes in specific behavioral characteristics of the 
disorder do not rule out similar prevalence of their underlying cause. For instance, non-suicidal 
self-harm is a behavioral indicator of BPD. This behavior has been theorized as an attempt to 
cope with unbearable emotions. If gender expectations have contributed to the use of self-harm 
as an alternative to interpersonal violence, this may constitute a gender-specific symptom of 
BPD.  
Interestingly, little evidence for gender differences in prevalence of BPD can be found in 
the literature. In fact, many studies report strikingly similar rates of BPD among males and 
females. This conflicts with information reported in clinician reference books such as the DSM-5 
(APA, 2013). This discrepancy may be explained as being related to the method of diagnosis. In 
short, although men and women may endorse similar rates of BPD traits during standardized 
research procedures, more subjective diagnostic procedures may lead to different rates of 
diagnosis in clinical practice. Unfortunately, some BPD researchers limit their samples, using 
only females, based on prevalence rates reported in the DSM-5. For example, in the study by 
Conklin and Westen (2005) described earlier the authors state that they, “asked clinicians to 
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select a female patient (to avoid the confounding factor of gender and to maximize power, 
because 75%–80% of patients who receive a diagnosis of borderline personality disorder are 
female [20, DSM-IV])”. Such practices do not appear to be adequately supported by empirical 
findings and continue to promote gender bias in personality disorder diagnosis.    
Behavioral indicators. The increased reliance on behavioral criteria in the diagnoses of 
PDs in the DSM-III, DSM-IV, and DSM-IV-TR are believed to have resulted from attempts to 
increase diagnostic reliability and decrease comorbidity between PDs (Lilienfeld, 1994). Using 
“closed” (specific behaviors) versus “open” (trait prototypes) conceptualizations in the 
assessment of personality disorders increases inter-rater reliability but also has the potential of 
being both over-inclusive and under-inclusive, decreasing construct validity (Lilienfeld, 1994). 
Nevertheless, behavioral indicators have continued to serve as primary diagnostic criteria for 
personality disorders within the DSM-III, DSM-IV, and recently published DSM-5 (APA, 1980; 
APA, 2000; APP, 2013).   
In an essay contrasting symptomatic psychopathy (secondary) with idiopathic 
psychopathy (primary) Karpman (1941) presents case studies of each disorder and describes 
unique etiologies and behavioral motivators or drives. “They have but one feature in common 
and that is that they all display psychopathic-like reactions. That does not mean that they are 
genetically related - in point of fact they are not - it only shows that having different origins they 
have come to use a common pathway for their expression. It is this that has been the most 
stumbling block in the understanding of Psychopathic States” (Karpman, 1941 p. 120). In this 
and other writings by Karpman he points to ambiguity of the term psychopathic as contributing 
to confusion in the field. In writing on the utility of psychiatry in understanding crime, Karpman 
describes the term psychopathy as being used generally to denote individuals with a persistent 
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history of delinquency or antisocial behavior (1929). It is this broad use of the term and the 
reliance on behavioral indicators as potentially problematic for clinical work. It was the 
diagnostic ambiguity surrounding the term psychopathy that motivated him to differentiate 
distinct underlying pathologies that might lead to antisocial behavior, which, at the time was 
referred to generally as “psychopathy.” It was under this broad label of offending behavior that 
Karpman theorized about the existence of psychopathy subtypes. 
Scientific myopathy. Although many researchers study personality in a broad sense, most 
focus their attention on a specific disorder, measurement tool, or treatment. This is not surprising 
given the ever-growing body of research, development of new assessment tools, and treatment 
programs. It would be extremely difficult for a modern personality researcher to stay abreast of 
all of the literature pertaining to personality. In addition, by limiting focus to a specific area of 
research one can focus on more specific details. Research that is carefully designed and 
rigorously tested can provide comprehensive understanding of a subject. However, this narrow 
focus can lead to unintentional oversights or over attention to detail. This over attention to detail 
has the potential to miss implications of findings to the broader field and other areas of 
personality research. For instance in refining psychopathy assessment, test developers have 
narrowed the focus of assessment tools from the broader field of personality assessment, to 
psychopathy assessment, to assessment of callous unemotional traits. What is gained in 
specificity is lost in generalizability to the broader field. Similarly, when facing aberrant research 
findings in a very specific area of inquiry, one might attempt to explain them as they relate to the 
subject of interest rather than looking for an already established explanation within another area 
of study. Failure to adequately explore alternative hypotheses beyond the immediate area of 
study can result in scientific redundancy and homeostasis in the field.  
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Measurement error. In attempting to capture latent variables test developers must choose 
imperfect indicators most strongly related to the underlying construct. Measures developed to 
assess psychopathy are inherently influenced by the developer’s conceptualization of the 
construct. Variations in conceptualizations of psychopathy are reflected in the choice of items 
included within each measure. To increase the accuracy of psychopathy measurement, indicators 
most relevant to the construct are included and those that are less closely related are left out. This 
process increases test reliability. However, by only including traits relevant to psychopathy 
alternative sources of pathology are ignored.  
Although, strong empirical support exists for the dimensionality of psychopathy and little 
to suggest taxonomy, interpreting symptomatic traits dimensionally can obscure research 
findings. Dimensional measurement and exclusion of traits unrelated to psychopathy results in 
all participants being viewed as more or less psychopathic. This would not present a problem if 
indicators of psychopathy were unique and not symptomatic of other disorders. However, this is 
not the case. Consequently, the research findings tend to be viewed only in relation to the 
construct of interest and not from a broader perspective of personality functioning. This is 
inflated by the low base rate of psychopathy in non-offender populations. The use of a 
dimensional model increases statistical power, but at the same time diminishes effects due to 
extreme variants of the construct being measured (e.g., actual psychopaths). Within the 
psychopathy research these methodological issues may have contributed to the categorization of 
non-prototypical trait profiles as a variant of psychopathy rather than an alternate disorder.   
  Overreliance on prior theory. A review of the early literature on psychopathy is 
necessary for obtaining a comprehensive understanding of the construct and the evolution of 
psychopathy assessment. Familiarity with original sources also helps to avoid redundancy and 
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guide progressive programs for research. However, consideration of the historical context in 
which the authors were writing is crucial to modern interpretation. Current writings on 
psychopathy are influenced by contemporary conceptualizations, stemming from the works of 
Cleckley and Hare. This not true for articles written during the first half of the 20th century. For 
instance, much of the work by Karpman, frequently cited in the literature on subtypes, was 
published prior to publication of the Mask of Sanity (Cleckley, 1941), the basis for contemporary 
conceptualizations of psychopathy. Given that debate remains over the defining characteristics of 
psychopathy (Lilienfeld et al., 2012; Lynam & Miller, 2012), understandably, discordance 
between definitions was more prevalent and pronounced seventy years ago. Thus, applying 
contemporary definitions of psychopathy to writings that predate Cleckley (1941) would be 
unfounded and vulnerable to subjective interpretation. Additionally, reliance on these early 
writings as support for current research findings runs contrary to the scientific method, and 
promotes dogmatic adherence to antiquated theory. In one of his later writings, Karpman (1948) 
described these same issues and a lack of diagnostic specificity as justification for “psychopathic 
personality... (to) be completely deleted from psychiatric nosology” (p. 533-534).       
Conclusions. Evidence for overlap in diagnostic criteria was found between secondary 
psychopathy and BPD through comparison of the PCL-R and DSM-5 criteria, personality 
descriptors from the SWAP, and measures derived from MPQ scales. Degree of item overlap 
between measures of secondary psychopathy and BPD ranged from 35 – 66%. Next, 
developmental theories of BPD and secondary psychopathy were briefly described. Research on 
the impact of genetic and environmental factors in relation to etiology of the two disorders was 
reviewed. A study of MZ and DZ twin pairs did not find environmental effects to be more 
influential than genetic factors in the development of secondary as compared to primary 
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psychopathy. Similarly, genetic effects were shown to significantly impact the development of 
BPD and to potentially mediate exposure to some environmental risk factors (experiences of 
emotional and physical abuse). 
In relation to physiology, similarities in startle response and systems of both behavioral 
inhibition and behavioral activation were found between the two disorders. Exaggerated startle 
responses to emotionally evocative stimuli have been found to be associated with both BPD and 
secondary psychopathy. These findings are in contrast to the reduced startle response associated 
with primary psychopathy. Also related to physiology, differences in the BIS and BAS were 
described. Increased behavioral activation was noted to be associated with BPD and both 
primary and secondary psychopathy. Reduced activity of the BIS was found to be associated 
with primary psychopathy, but was not significantly related to secondary psychopathy. Increased 
activity of the BIS was associated with BPD. 
Eleven of the twelve secondary psychopathy correlates examined exhibited similar 
patterns of correlation with BPD (psychic anxiety, borderline traits, irritability, lack of 
assertiveness, major mental illness, avoidant traits, dependent traits, somatic anxiety, stress 
susceptibility, muscular tension, and indirect aggression). The only correlate of secondary 
psychopathy not positively associated with BPD was Social withdrawal (KSP Detachment). In 
addition to co-occurring clinical factors, associations with problematic life outcomes were also 
examined. Comparisons of studies on BPD and secondary psychopathy suggest that the two 
disorders are similarly associated with increased negative affectivity, paranoia, PTSD, substance 
use disorders, and suicide risk.   
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Thus, despite the limitations in the research discussed above, this review has outlined 
substantial overlap between the constructs of BPD and secondary psychopathy. The potential 
elevated risk of mental illness, substance abuse, and risk of suicide associated with both 
secondary psychopathy and BPD has important clinical implications. Individuals with symptoms 
of secondary psychopathy or BPD are likely to differ from those with primary psychopathic traits 
in terms of treatment needs and targets for intervention. Although treatment of BPD has received 
a great deal of research attention, far less has been published on the treatment of psychopathy or 
its subtypes. The findings described in this review suggest that research on effective management 
of BPD symptoms may potentially inform treatment of secondary psychopathy.   
In sum, the constructs of secondary psychopathy and BPD exhibit considerable overlap. 
More importantly, the clinical and diagnostic similarity of secondary psychopathy in relation to 
BPD far exceeds its resemblance to primary psychopathy. This raises the question as to whether 
it is justified to categorize secondary psychopathy as a subtype of psychopathy, or whether it 
might more accurately be characterized as a variant of BPD, or whether this syndrome warrants 
its own diagnostic label. Although this review cannot answer these questions, it suggests that 
further research designed to address the construct validity of secondary psychopathy may be 
useful in this regard.   
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Chapter II: Method  
Rational 
The literature suggests substantial overlap between secondary psychopathy and BPD in 
both diagnostic criteria and clinically relevant correlates. Although criminal behavior is a 
primary feature distinguishing secondary psychopathy from BPD, empirical justification for this 
distinction is lacking. The current study aims to evaluate the degree of overlap between BPD and 
secondary psychopathy within a sample of offenders who were living in the community and 
mandated to psychotherapeutic treatment. Diagnostic overlap was assessed both dimensionally 
and categorically using correlational comparisons and statistical classification respectively. The 
use of an offender population allows for analysis of criminal behavior as either an indicator of 
personality disorder or as a unique source of variance that can be controlled for.  
The primary goal of the current study was to test construct overlap between BPD and 
secondary psychopathy within a sample of offenders. Diagnostic overlap and associations with 
clinically relevant correlates was used to assess degree of convergence between the two disorders 
and divergence from primary psychopathy. A secondary goal of this study was to examine the 
pragmatic utility of maintaining discrete diagnostic categories for secondary psychopathy and 
BPD.  
Participants  
The current study utilized archival data from a larger treatment project approved by John 
Jay College of Criminal Justice, City University of New York, and Fordham University IRB. 
The larger study investigates the effectiveness of two interventions (Dialectical Behavior 
Therapy and Anger Management) for reducing interpersonal violence among a sample of 
offenders residing in the community and mandated to treatment. 
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A priori power analysis recommend a sample size of 172 (R2 = 0.15; α = 0.05; 1-β = 
0.95) to achieve adequate statistical power for the analyses proposed below. The total sample 
used in the current study consisted of 215 (91% male) offenders. To reduce reductions in 
statistical power due to missing data, missing data was substituted through multiple imputation 
(see Appendix I). However, results from analyses using the pooled multiple imputation data did 
not differ substantially from the results using list-wise deletion. For simplicity of interpretation 
all reported analyses utilize list-wise deletion for handling missing data. Participant (see Table 4) 
age ranged from 18 to 70 years (M = 34.3; SD = 10.9), with the majority (55%) being below the 
age of 33. The Racial/Ethnic composition of the sample was 35% Black (n = 73), 28% Hispanic 
(n = 59), 23% White (n = 48), and 14% other or mixed race (n = 29). 
Procedures  
Data for the study was obtained from a sample of court-mandated offenders involved in a 
larger treatment project approved by John Jay College and Fordham University IRB. Descriptive 
statistics for scales used as repeated measures are derived from data collected during initial 
intake evaluations (Time-1), or in cases of missing data, from the first time completed by the 
participant. 
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Table 4 
Descriptive Statistics       
  Race & Ethnicity 
  
n White Black Latino Asian Other 
209 23% 35% 28% 3% 11% 
Sex 211 90% Male 10% Female Range 
Age 208 M = 34.3 SD = 10.9 52 
SCID symptoms n M SD Range 
S
C
ID
-I
 /
 A
X
IS
-I
  
Depressive symptoms     
Major Depressive Episode (c) 201 1.1 2.3 9 
Major Depressive Episode (p) 198 1.6 2.9 12 
Psychotic symptoms 201 0.6 1.7 10 
Alcohol Abuse  201 0.6 1.0 4 
OCD symptoms 201 0.6 1.6 8 
PTSD symptoms 201 1.4 3.6 21 
Substance Diagnoses  No Sub Yes 
Current Abuse  201 91% 5% 4% 
Past Abuse 201 70% 15% 14% 
Current Dependence 201 91% 3% 7% 
Past Dependence 201 61% 11% 28% 
Any Current or Past Diagnosis   201 57% 11% 32% 
S
C
ID
-I
I 
/ 
A
X
IS
-I
I 
Avoidant traits 198 0.5 1.1 7 
Dependent traits 198 0.3 0.8 5 
Obsessive Compulsive traits 198 1.0 1.3 7 
Passive Aggressive traits 198 1.0 1.3 7 
Depressive traits 198 0.9 1.6 7 
Paranoid traits 196 1.5 1.7 7 
Schizotypal traits 196 1.0 1.4 7 
Schizoid traits 196 1.0 1.6 7 
Histrionic traits 195 0.8 1.3 7 
Narcissistic traits 195 1.3 1.8 7 
Borderline traits 195 1.6 2.1 9 
Antisocial traits 195 1.4 2.0 8 
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Measures 
Personality disorder traits. The Structured Clinical Interview for DSM-IV Axis II 
Personality Disorders (SCID-II; First, Spitzer, Gibbon, Williams, & Benjamin, 1994). The 
SCID-II is a structured interview schedule used by trained clinicians to assess and diagnose PDs 
according to DSM-IV criteria. All participants were administered the SCID-II as part of the 
intake process prior to beginning the program. The SCID-II is designed to assist clinicians in 
structuring their assessment of categorical personality disorders rather than as a comprehensive 
dimensional indicator of personality traits. For research purposes the SCID-II protocols were 
used dimensionally to assess degree and presence of Borderline, Avoidant, Dependent, Obsessive 
Compulsive, Paranoid, and Narcissistic PD traits. Borderline PD is assessed on the basis of nine 
diagnostic criteria. Borderline PD traits range from 0 to 9 with 5 or more required for diagnosis. 
Avoidant PD is assessed on the basis of seven diagnostic criteria. Avoidant PD traits range from 
0 to 7 with 4 or more required for diagnosis. Dependent PD is assessed on the basis of eight 
diagnostic criteria. Dependent PD traits range from 0 to 8 with 5 or more required for diagnosis. 
Obsessive Compulsive PD is assessed on the basis of eight diagnostic criteria. Obsessive 
Compulsive PD traits range from 0 to 8 with 4 or more required for diagnosis. Paranoid PD is 
assessed on the basis of seven diagnostic criteria. Paranoid PD traits range from 0 to 7 with 4 or 
more required for diagnosis. Narcissistic PD is assessed on the basis of seven diagnostic criteria. 
Narcissistic PD traits range from 0 to 9 with 5 or more required for diagnosis. For the purpose of 
the current study, SCID-II items used to assess each of these disorders were scored as continuous 
scales and used as dimensional indicators of trait presence (see Table 4). For categorical 
analyses, the presence of 4 or more traits was used for classification of each of the SCID-II 
personality disorders.  
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Psychopathic traits. The Psychopathy Checklist: Screening Version (PCL:SV; Hart, 
Cox, & Hare, 1995). Psychopathic traits were measured using the PCL:SV. The PCL:SV is 
scored using a semi-structured interview in conjunction with collateral file review. The PCL:SV 
is made up of twelve items, each scored as either 0 if the trait does not apply to the offender, 1 if 
the trait is present but not to a substantial degree, or 2 if the trait is definitely present (see Table 
5). Total scores on the PCL:SV range from 0 to 24, representing the degree to which an 
individual displays psychopathic traits, a cut off score of 18 is considered diagnostic of 
Psychopathic Personality Disorder. PCL:SV assessments for all participants were completed by 
trained, doctoral and graduate-level clinicians. Factor scores from the PCL:SV were used as 
indicators of primary and secondary psychopathic traits. Factor 1 (Interpersonal/Affective) 
scores were used to assess primary psychopathic traits and Factor 2 (Lifestyle/Antisocial) scores 
were used to assess secondary psychopathic traits. In addition to simplicity, use of Factor 1 and 
Factor 2 PCL:SV scores as indices of primary and secondary psychopathic traits maintains 
consistency with much of the reviewed literature. 
Examination of PCL:SV Total, Factor, and facet scores suggest rates of psychopathic 
traits similar to those found in noncriminal psychiatric populations (see Table 5). Comparisons to 
normative data suggest that PCL:SV Total Scores in the current sample (Median/50th percentile 
= Total score of 9) are: higher than non-criminal/non-psychiatric undergraduates (95th percentile, 
N=100), comparable to civil psychiatric patients (51st  percentile, N=217), and lower than both 
forensic/non-psychiatric (16th percentile, N=149) and forensic/psychiatric (11th percentile, 
N=120) populations (Hart, Cox, & Hare, 1995). Reliability analyses suggest adequate internal 
consistency for Total (α=.84), Factor 1 (α=.76), Factor 2 (α= .79), facet 1 (α=.65), facet 2 
(α=.72), facet 3 (α=.67), and facet 4 (α= .71) scales. Lower internal consistency within facets is 
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caused by reduced scale variance due to decreased item pools. It is important to note, in scales 
consisting of relatively few items high internal consistency may suggest item redundancy. Inter-
rater reliability could not be estimated as only one PCL:SV rating is available for each 
participant in the study. 
Table 5 
Psychopathy Checklist: Screening Version (PCL:SV) M SD 
T
S
 
F
1
 
f1
 
  
Item 1 Superficial .72 .78 
Item 2 Grandiose  .70 .80 
Item 3 Deceitful .54 .66 
facet 1 Interpersonal  α = .65 2.0 1.7 
f2
 
Item 4 Lacks Remorse 1.0 .78 
Item 5 Lacks Empathy .86 .75 
Item 6 Doesn’t Accept Responsibility 1.0 .73 
facet 2 Affective  α = .72 2.9 1.8 
Factor 1 Primary Traits α = .76 4.9 3.0 
F
2
 
f3
 
Item 7 Impulsive  .76 .77 
Item 9 Lacks Goals .92 .83 
Item 10 Irresponsible .69 .73 
facet 3 Lifestyle α = .67 2.4 1.8 
f4
 
Item 8 Poor Behavioral Controls .88 .80 
Item 11 Adolescent Antisocial Behavior .66 .80 
Item 12 Adult Antisocial Behavior .75 .76 
facet 4 Antisocial α =.71 2.3 1.9 
Factor 2 Secondary Traits α = .79 4.7 3.3 
Total Psychopathy α =.84 9.5 5.5 
Psychopathology and substance abuse. The Structured Clinical Interview for DSM-IV 
Axis I Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 1997). The SCID-I is a structured 
interview schedule used by trained clinicians to assess and diagnose mental illnesses according 
to DSM-IV criteria. As with the SCID-II, the SCID-I was administered to all participants during 
their intake interview. SCID-I protocols were used to assess comorbid mental illness, substance 
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abuse, and negative affectivity (see Table 4). Comorbid mental illness and negative affectivity 
were assessed using symptom counts of past Major Depressive Episode, Psychotic Disorder, and 
PTSD. The presence of a substance use disorders was assessed categorically on the basis of any 
past or current Substance Abuse or Dependence diagnosis. To utilize the available data most 
efficiently and avoid inflation of variance through summing overlapping symptoms, participants 
meeting diagnostic criteria for either a past or current abuse or dependence diagnosis were 
categorized into three groups: none (n = 115), subthreshold (n = 22), or present (n = 64). 
Clinically relevant correlates. Item endorsements on a set of self-report measures were 
used to assess commonly co-occurring features of BPD and secondary psychopathy. Anger, 
indirect aggression, reactive aggression, and paranoia were assessed using the measures below. 
State-Trait Anger Expression Inventory (STAXI; Spielberger, Jacobs, Russell, & Crane, 
1983). The STAXI is a 44 item self-report measure of anger, developed to capture both acute and 
long-term expressions of anger. Each item is scored on a four-point scale (Not at all, Somewhat, 
Moderately so, & Very much so) based on the degree to which it describes the participant’s 
experience. The first twenty items, contributing to the two 10-item scales of state and trait anger, 
were completed by all study participants prior to beginning treatment. The State and Trait Anger 
scales of the STAXI measure intensity of “present” anger and general frustration tolerance 
respectively (see Table 6). Scores on the STAXI were used to assess anger as an indicator of 
general irritability. Irritability, conceptualized as having a low threshold for aggressive reactivity 
or sensitivity to frustration is captured by both State-Anger (Items 1-10; α = .88) and Trait-Anger 
(Items 11-20; α = .88) that comprise the total score on the STAXI.  
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Table 6 
State Trait Anger Expression Inventory (STAXI)  M SD 
S
A
 
1 I am furious 1.2 0.5 
2 I feel irritated 1.3 0.6 
3 I feel angry 1.3 0.6 
4 I feel like yelling at somebody 1.1 0.4 
5 I feel like breaking thing 1.1 0.3 
6 I am mad 1.2 0.5 
7 I feel like banging on the table 1.1 0.3 
8 I feel like hitting someone 1.0 0.2 
9 I am burned up 1.1 0.4 
10 I feel like swearing 1.2 0.5 
SA  State Anger  α = .88 11.5 3.0 
T
A
 
11 I am quick tempered 1.8 0.8 
12 I have a fiery temper 1.6 0.8 
13 I am a hothead person 1.5 0.7 
14 I get angry when I'm slowed down by others' mistakes. 1.8 0.8 
15 I feel annoyed when I am not given recognition for doing good work 1.7 0.8 
16 I fly off the handle 1.4 0.6 
17 When I get mad, I say nasty things 1.9 0.9 
18 It makes me furious when I am criticized in front of others. 1.8 0.9 
19 When I get frustrated, I feel like hitting someone. 1.3 0.5 
20 I feel infuriated when I do a good job and get a poor evaluation. 1.8 0.8 
TA Trait Anger  α = .88 16.3 5.1 
Total Total Aggression α = .90 27.8 6.9 
Aggression Questionnaire (AQ; Buss & Perry, 1992). The Aggression Questionnaire is a 
29 item self-report measure of aggression (α = .92; see Table 7). Each item is scored on a five-
point scale (anchored by Extremely uncharacteristic of me to Extremely characteristic of me) 
based on its characterization of the participant. The AQ was completed by all participants prior 
to beginning treatment. Items from the AQ were used in exploratory analyses based on item 
content. For example, items that assess different motivators of aggression, such as “emotional 
reactivity” were examined in relation to BPD and psychopathy subtypes.  
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Table 7 
Buss-Perry Aggression Questionnaire   (AQ) M SD 
1 Once in a while I can't control the urge to strike another person. 1.4 0.9 
2 When people are especially nice, I wonder what they want. 2.6 1.4 
3 I tell my friends openly when I disagree with them. 3.8 1.3 
4 I flare up quickly but get over it quickly 2.5 1.4 
5 I am sometimes eaten up with jealousy. 1.6 1.1 
6 There are people who pushed me so far that we came to blows. 2.0 1.3 
7 I often find myself disagreeing with people. 2.3 1.2 
8 When frustrated, I let my irritation show. 2.3 1.4 
9 At times I feel I have gotten a raw deal out of life. 2.2 1.3 
10 Given enough provocation, I may hit another person. 1.8 1.2 
11 I sometimes feel like a powder keg ready to explode. 1.6 1.0 
12 Other people always seem to get the breaks. 1.8 1.1 
13 If somebody hits me, I hit back. 3.2 1.6 
14 When people annoy me, I may tell them what I think. 3.2 1.4 
15 I wonder why sometimes I feel so bitter about things. 2.1 1.4 
16 I get into fights a little more than the average person. 1.5 1.0 
17 I can't help getting into arguments when people disagree with me. 1.9 1.2 
18 I am an even tempered person. 3.0 1.5 
19 I have threatened people I know. 1.8 1.3 
20 I know that "friends" talk about me behind my back. 2.0 1.3 
21 If I have to resort to violence to protect my rights, I will. 2.3 1.5 
22 My friends say that I'm somewhat argumentative. 1.9 1.2 
23 I am suspicious of overly friendly strangers. 2.5 1.5 
24 I can think of no good reason for ever hitting a person 2.3 1.4 
25 I have trouble controlling my temper. 1.9 1.3 
26 I sometimes feel that people are laughing at me behind my back. 1.6 1.0 
27 I have become so mad that I have broken things. 2.0 1.4 
28 Some of my friends think I'm a hothead. 1.9 1.3 
29 Sometimes I fly off the handle for no good reason. 1.5 1.0 
Total Total Aggression α = .92 62.2 19.9 
Reactive aggression is differentiated from instrumental aggression in that it is 
emotionally rather than goal driven. Differences in modes of aggression are commonly used to 
distinguish between primary and secondary psychopathy subtypes. The following items from the 
AQ may indicate an increased propensity for reactive aggression, Item 1: Once in a while I can't 
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control the urge to strike another person, Item 25: I have trouble controlling my temper, Item 27: 
I have become so mad that I have broken things, and Item 29: Sometimes I fly off the handle for 
no good reason. Although these items have not been validated as a measure of reactive 
aggression they are highly correlated (α = .82, M = 6.9, SD = 3.7). These items were used to 
explore potential differentiation in modes of aggression between BPD and psychopathy variants.   
Discriminant validity. Distinctions in underlying mechanisms responsible for driving 
and maintaining personality pathology were estimated using two self-report measures related to 
thought suppression and emotional empathy. These two measures are described below. 
White Bear Suppression Inventory (WBSI; Wegner & Zanakos, 1994). The WBSI is a 
15 item self-report measure of one’s ability to suppress unwanted thoughts (see Table 8). Each 
item is scored on a five-point scale (Strongly disagree, Disagree, Neutral/don’t know, Agree, 
Strongly agree) based on the individual’s level of agreement with each statement. Total scores 
on the WBSI reflect difficulty suppressing unwanted thoughts. Research suggests that the WBSI 
more accurately measures one’s failure to suppress intrusive thoughts (Rassin, 2003). In 
addition, results from psychometric studies of the WBSI indicate a two factor model (Schmidt, et 
al., 2009) in which roughly half of the test (Items: 1, 2, 10, 11, 12, 13, & 15) assess reliance on 
thought suppression (Suppression; α = .86, M = 19.7, SD = 7.5) and the other half (Items: 3, 4, 5, 
6, 7, & 9) assess frequency of intrusive thoughts (Intrusion; α = .89, M = 14.8, SD = 7.0). Total 
scores on the WBSI were used to assess difficulty coping with intrusive thoughts. Suppression 
and Intrusion factor scores were used to assess potential differential effects of suppression 
utilization and frequency of thought intrusion in relation to PD traits.  
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Table 8 
White Bear Suppression Inventory (WBSI) 
M SD F1 
Λ 
F2 
Λ 
1 There are things I prefer not to think about.  3.4 1.4 .76 -.21 
2 Sometimes I wonder why I have the thoughts I do.  2.8 1.4 .37 .18 
3 I have thoughts that I cannot stop.  2.4 1.5 -.24 .93 
4 There are images that come to mind that I cannot erase.  2.4 1.5 -.11 .81 
5 My thoughts frequently return to one idea.  2.3 1.3 .03 .78 
6 I wish I could stop thinking of certain things.  2.8 1.5 .41 .56 
7 Sometimes my mind races so fast I wish I could stop it.  2.3 1.4 .32 .52 
8 I always try to put problems out of mind.  3.0 1.5 .37 -.01 
9 There are thoughts that keep jumping into my head.  2.6 1.4 -.03 .69 
10/11 There are things that I try not to think about.  3.2 1.5 .94 -.17 
11/12 Sometimes I really wish I could stop thinking. 2.1 1.3 .41 .34 
12/13 I often do things to distract myself from my thoughts.  2.7 1.5 .48 .04 
13/14 I have thoughts that I try to avoid.  2.7 1.5 .86 .0 
14/15 There are many thoughts that I have that I don't tell anyone. 2.8 1.5 .25 .22 
15/10 Sometimes I stay busy just to keep thoughts from intruding 
on my mind. 
2.8 1.6 .55 .20 
F1 
Suppression  
Items 1,2,10,11,12,13, &15 
19.7 7.5 
α = 0.86 
F2 
Intrusion  
Items 3,4,5,6,7, &9 
14.8 7.0 
α = 0.89 
Total 
Distressful thoughts 
All Items 
40.2 15.5 
α = 0.93 
Reported factor loadings (λ) are from (Schmidt, et al., 2009) & do not reflect data from the 
current sample. All other item & scale statistics (M, SD, & α) reflect the current sample.  
Items 10-15 are numbered differently from published scale items (current/common)  
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Table 9 
Questionnaire Measure of Emotional Empathy (QMEE) M SD  
1 It makes me sad to see a lonely stranger in a group  .0 2.6 + 
2 People make too much of the feelings and sensitivity to animals.  -.8 2.7 - 
3 I often find public displays of affection annoying  -1.6 2.5 - 
4 I am annoyed by unhappy people who are just sorry for themselves. -.5 2.8 - 
5 I become nervous if others around me seem to be nervous.  -1.4 2.7 + 
6 I find it silly for people to cry out of happiness  -1.7 2.7 - 
7 I tend to get emotionally involved with a friend's problems .2 2.8 + 
8 Sometimes the words of a love song can move me deeply  1.6 2.6 + 
9 I tend to lose control when I am bringing bad news to people  -1.7 2.5 + 
10 The people around me hove a great influence on my moods.  .0 2.7 + 
11 Most foreigners I have met seemed cool and unemotional -.5 2.5 - 
12 I would rather be a social worker than work in a job training center .0 2.8 + 
13 I don't get upset just because a friend is acting upset  1.0 2.9 - 
14 I like to watch people open presents. 1.6 2.6 + 
15 Lonely people are probably unfriendly.  -1.9 2.5 - 
16 Seeing people cry upsets me  .2 2.9 + 
17 Some songs make me happy  2.6 2.1 + 
18 I am able to remain calm even though those around me worry.  2.3 2.3 - 
19 When a friend starts to talk about his problems, I try to steer the 
conversation to something else  
-1.4 2.8 - 
20 Another's laughter is not catching for me  -.9 2.6 - 
21 Sometimes at the movies I am amused by the amount of crying and 
sniffling around me  
-1.0 2.5 - 
22 I am able to make decisions without being influenced by people's 
feelings 
1.4 2.7 - 
23 I cannot continue to feel OK if people around me are depressed.  -.4 3.0 + 
24 It is hard for me to see how some things upset people so much  -.4 2.8 - 
25 I am very upset when I see an animal in pain.  1.6 2.6 + 
26 Becoming involved in books or movies is a little silly  -2.2 2.3 - 
27 It upsets me to see helpless old people 1.4 2.9 + 
28 I become more irritated than sympathetic when I see someone's 
tears.  
-2.0 2.4 - 
29 I become very involved when I watch a movie  1.5 2.4 + 
30 I often find that I can remain cool in spite of the excitement around 
me 
1.7 2.5 - 
31 Little children sometimes cry for no apparent reason. .0 3.0 - 
Total (Recoded higher = More Empathy) α = 0.85 15.4 21.5  
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Questionnaire Measure of Emotional Empathy (QMEE; Mehrabian & Epstein, 1972). 
The QMEE is a 33 item, self-report measure of emotional empathy. All study participants were 
administered a 31 item abbreviated version of the QMEE. Item 18: I really get involved with the 
feelings of the characters in a novel and Item 19: I get very angry when I see someone being ill-
treated from the original scale were not included in the version administered in the treatment 
study. Emotional empathy was assessed using total scores on the QMEE (α = .85, M = 15.4, SD 
= 21.5; see Table 9). Each item is scored on a nine point scale according to the individual’s level 
of agreement with each of the 31 statements. Responses range from Very strongly disagree to 
Very strongly agree. Negatively keyed items are rescored prior to calculating total scores, which 
reflect the presence of emotional empathy. A review of research on the QMEE suggests that 
scores are negatively correlated with interpersonal aggression and positively correlated with 
neuroticism, helping behavior, and emotional reactivity (Chlopan, McCain, Carbonell, & Hagen, 
1985).  
Suicidal behavior. SHARP Background Questionnaire (SHARP BQ). As part of the 
intake interview a uniform background questionnaire was completed by a trained doctoral-level 
psychologist or graduate student in psychology. Past suicide attempts and other past self-injury 
were assessed individually (see Appendix F). Information included on this document was 
obtained, via self-disclosure or from the referral source, during the intake process. At intake, 
8.5% of participants (n = 17) reported a history of past suicidal behavior. This self-report data 
was used as an indicator of past suicide attempts among participants. 
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Research Questions & Hypotheses 
Research question 1: Are secondary psychopathy and BPD diagnostically distinct 
disorders? Prior research suggests that substantial overlap exists between diagnostic criteria for 
BPD and secondary psychopathy. Research findings (Skeem et al., 2007) and descriptive 
comparisons of diagnostic criteria imply moderate symptom overlap between BPD (APA, 2013) 
and secondary psychopathic traits (Hare, 2003). Potential diagnostic overlap between secondary 
psychopathy and BPD was estimated through correlational analyses of diagnostic scales.  
Hypothesis 1: Participants meeting diagnostic criteria for BPD will also exhibit 
features characteristic of secondary psychopathy. Categorization of participants on the basis of 
diagnostic criteria for BPD (SCID-II BPD ≥ 4) or secondary psychopathic traits (PCL:SV Total > 
14 & F1 < F2) were predicted to result in similar classification of participants. Chi square 
analysis was used to test the predictive utility of BPD traits in the classification of Secondary 
psychopathy. 
Hypothesis 2: Diagnostic criteria for BPD will be correlated with diagnostic indictors 
of secondary psychopathy. A statistically significant (p < .05) moderate positive correlation 
between secondary psychopathic (PCL:SV F2) and BPD (SCID-II BPD) traits was predicted. A) 
Diagnostic overlap between secondary psychopathy and BPD would not be accounted for solely 
by antisocial behaviors included within the psychopathy measure. Lifestyle (PCL:SV, facet 3) 
items would account for greater variance in SCID-II BPD than Antisocial (PCL:SV, facet 4) 
items. B) Primary psychopathic traits would be associated with lower levels of BPD traits. A 
negative correlation was hypothesized between primary psychopathic (PCL:SV F1) and BPD 
(SCID-II BPD) traits. 
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Research question 2: Are traits of secondary psychopathy and BPD within the 
current sample similarly correlated with clinical correlates suggested by prior research?  
The literature suggests that both BPD and secondary psychopathy are associated with a wide 
range of inter- and intra-personal problems. Both disorders have been linked to higher rates of 
mental illness, substance abuse, emotional difficulties, and risk of self-harm. Although these 
variables have been studied individually in relation to each of the disorders, few include multiple 
empirically supported correlates within a single study. The inclusion of a wide range of 
empirically supported variables within a single comprehensive multivariate model facilitates 
control of covariance and allows for the estimation of unique variance.  
The relation between empirically supported correlates of BPD and secondary 
psychopathy were assessed using a series of regression analyses. To assess overall predictive 
ability, number of BPD traits and PCL:SV Factor 2 scores were regressed separately on an 
identical set of predictors. Next, the sum number of traits of the alternate disorder was added to 
the predictors in a separate block to assess shared variance due to construct overlap between 
BPD and secondary psychopathy. The degree of correlation between traits of the two disorders 
and each of the clinical correlates was assessed individually on the basis of standardized beta 
weights and item significance.  
 Hypothesis 3: Borderline and secondary psychopathic traits will be associated with 
greater symptoms of mental illness, diagnosed substance disorder, negative affectivity, 
avoidant traits, dependent traits, suicidal behavior, aggression, and paranoia. Multiple 
regression was used to assess the utility of the following indicators as predictors of SCID-II BPD 
traits and PCL:SV Factor 2 scores: Suicide Attempts, STAXI total score, Substance Disorder 
Diagnosis, number of PTSD symptoms, past symptoms of depression, number of Obsessive 
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Compulsive, Avoidant, Dependent, and Paranoid Personality Disorder traits. 
Research question 3: Do correlates of secondary psychopathy and BPD differentiate 
those disorders from primary psychopathy? The literature suggests that primary and 
secondary psychopathy are associated with distinct differences in psychological functioning and 
behavioral outcomes (Skeem et al., 2007). In comparison to secondary psychopathy and non-
psychopathic individuals, primary psychopathy has been linked to lower rates of mental illness, 
emotional difficulties, and risk of self-harm. To broadly assess divergent validity, primary 
psychopathic traits were regressed using the same set of predictors used in Research Question 2. 
In addition to overall predictive ability (model-fit) specific points of divergence and convergence 
were evaluated by adding secondary psychopathic traits to the final model to estimate effects due 
to factor covariance. To further examine divergent validity between primary and secondary 
psychopathy a variety of psychologically relevant phenomena were examined between disorders 
using correlational comparisons. 
Hypothesis 4: Primary psychopathic traits are not hypothesized to be correlated with 
correlates of BPD and Secondary Psychopathy. Multiple regression was used to assess the 
utility of the following indices as predictors of PCL:SV Factor 1 scores: Suicide Attempts, 
STAXI total score, Substance Disorder Diagnosis, number of PTSD symptoms, past symptoms 
of depression, number of Obsessive Compulsive, Avoidant, Dependent, and Paranoid Personality 
Disorder traits. 
Hypothesis 5: Frequency of ruminative thinking will be negatively correlated with 
primary psychopathic traits and positively correlated with both secondary psychopathic and 
BPD traits. Rumination is commonly reported among individuals diagnosed with BPD therefore, 
it is plausible that individuals with secondary psychopathic traits may also have difficulty 
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suppressing unwanted thoughts. Conversely, individuals with primary psychopathic traits would 
be less likely to experience difficulties with intrusive thoughts. Further support for these 
hypotheses stems from research findings showing the WBSI to be strongly positively correlated 
with both anxiety (STAI) and depression (BDI; Muris, et al., 1996). a) A statistically significant 
negative correlation was predicted between PCL:SV F1 and WBSI. b) Statistically significant 
positive correlations were expected between the WBSI and both PCL:SV F2 and SCID-II BPD. 
Hypothesis 6: Emotional empathy will be negatively correlated with traits of primary 
psychopathy and positively correlated with both secondary psychopathic and BPD traits. 
Deficits in emotional empathy are characteristic of primary psychopathy but are not 
characteristic of BPD or secondary psychopathy. Research on the relation between the QMEE 
and psychopathy (assessed using the PPI) suggests that QMEE scores are negatively correlated 
with primary psychopathic traits (Machiavellian Egocentricity, r = -.40, p < .01 & Cold-
heartedness, r = -.52, p < .01) and not related to secondary psychopathic traits (Sandoval, 
Hancock, Poythress, Edens, & Lilienfeld, 2000). An inverse relation between QMEE and 
PCL:SV F1 was expected. 
Hypothesis 7: Self-report use of reactive forms of aggression will be more strongly, 
positively correlated with borderline and secondary psychopathic traits in comparison to 
primary psychopathic traits. AQ items proposed as measuring reactive aggression were predicted 
to be more strongly correlated with PCL:SV F2 and SCID-II BPD compared to PCL:SV F1. 
Reactive Aggression (AQ Items: 1, 25, 27, & 29) was expected to be positively predicted by: 
(PCL:SV F1), (PCL:SV F2), and (SCID-II BPD). PCL:SV F2 & SCID-II BPD were expected to 
account for greater variance in scores on the Reactive Aggression scale (AQ Items: 1, 25, 27, & 
29) than PCL:SV F1. 
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Chapter III: Results 
Analysis 1  
Results of Chi square analyses supported hypothesis 1, “Participants meeting diagnostic 
criteria for BPD will also exhibit features characteristic of secondary psychopathy.” Participants 
with secondary psychopathic traits were more likely to also meet criteria for a diagnosis of BPD. 
Participants with a PCL:SV total score above 14 (25th percentile) and a Factor 2 score greater 
than their Factor 1 score displayed significantly higher rates of BPD, 2 (1, n = 191) = 19.8, p < 
.001 compared to non-secondary participant (11%). Fifty percent of the Secondary group also 
met criteria for BPD and 33% of individuals with BPD met criteria for Secondary classification. 
Participants with primary psychopathic traits, identified as having a PCL:SV total score above 14 
and a Factor 1 score greater than their Factor 2 score, did not display significantly higher rates of 
BPD, 2 (1, n = 191) = 3.2, p = .14 compared to non-primary participants (13%). Thirty-one 
percent of the Primary group also met criteria for BPD and 17% of individuals with BPD met 
criteria for Primary classification. Rates of BPD among the Secondary psychopathy group were 
not significantly higher than rates of BPD among the Primary psychopathy group 2 (1, n = 36) 
= 1.3, p = .21. Both Primary and Secondary groups displayed higher rates of BPD than the 
remaining sample (10%).      
Analysis 2 
Pearson correlational analyses only partially supported hypothesis 2, “Diagnostic criteria 
for BPD will be correlated with diagnostic indictors of secondary psychopathy.” Number of 
SCID-II BPD symptoms were significantly, positively correlated with PCL:SV Total, Factor 
1and Factor 2 scores. SCID-II BPD traits were most strongly correlated with PCL:SV facets 3 
and 4 and less strongly correlated with facets 1 and 2 (see Table 10). The correlation between 
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BPD traits and PCL:SV Factor 2 was significantly higher than the correlation between BPD traits 
and PCL:SV Factor 1 (Z =2.26, p < .05). In addition, correlations between BPD traits and both 
facet 3 (Z =2.48, p < .05) and facet 4 (Z =2.24, p < .05) were significantly higher than with facet 
1. These results failed to support the hypothesis that Borderline and primary psychopathic traits 
would be inversely related. 
Table 10 
Pearson Correlations Between Borderline and Psychopathic Traits 
 PCL:SV Scores 
 
Total 
Factor 1: 
Primary 
Factor 2: 
Secondary 
facet 1: 
Interpersonal 
facet 2: 
Affective 
facet 3: 
Lifestyle 
facet 4: 
Antisocial 
Borderline  
Symptoms 
r .42** .27** .47** .19** .27** .42** .40** 
**p <.01, n = 191  
Analysis 3 
Regression 1 Model I:  Multiple regression analyses partially supported hypothesis 3, 
“Borderline and secondary psychopathic traits will be associated with greater symptoms of 
mental illness, diagnosed substance disorder, negative affectivity, avoidant traits, dependent 
traits, suicidal behavior, aggression, and paranoia” (see Table 11).  The proposed model, 
accounted for 48% of the total variance (R = .70), in BPD symptom presence: F (9, 158) = 16.4, 
p < .001. The strongest predictors of BPD traits within the model were Past Suicide attempts (β = 
.28), STAXI total scores (β = .23), diagnosed substance disorder (β = .16), and Paranoid traits (β 
= .13). Together, these four variables accounted for 73% of the total explained variance in 
Borderline traits. Past symptoms of depression (β = .13), Obsessive Compulsive PD traits (β = 
.13), and Dependent traits (β = .13), also contributed significantly to the model, accounting for an 
additional 23% of the explained variance. Symptoms of PTSD and Avoidant PD did not 
contribute unique predictive ability above other predictors within the model. 
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Table 11 
Multiple Regressions Predicting Borderline Personality Disorder Traits 
Outcome variable: SCID-II BPD traits  
Predictors: Suicide Attempts, STAXI total score, Substance Disorder Diagnosis, number of 
PTSD symptoms, past symptoms of depression, number of Obsessive Compulsive, Avoidant, 
Dependent, and Paranoid Personality Disorder traits.  
Regression 1  Number of BPD traits on SCID-II 
  Model I Model II 
Variable r β rs2 Pratt %R2 β rs2 Pratt %R2 
Attempted Suicide .47 .28** .46 .13 27% .27** .42 .13 24% 
STAXI Score .47 .23** .45 .11 23% .17* .41 .08 15% 
Substance Disorder .34 .16* .23 .05 11% .07 .21 .02 4% 
Paranoid Traits .42 .13+ .37 .06 12% .04 .33 .02 3% 
Obsessive Compulsive Traits .31 .13* .20 .04 9% .16** .19 .05 9% 
PTSD Symptoms .30 .07 .18 .02 5% .08 .16 .02 4% 
Dependent Traits .26 .13* .14 .03 7% .14* .13 .04 7% 
Avoidant Traits .30 .01 .18 .00 1% .02 .16 .01 1% 
Symptoms of Depression .27 .13* .15 .04 7% .13* .13 .03 7% 
PCL:SV Factor 2 Traits .50 - - - - .28** .48 .14 27% 
 R 2=.48, F(9,158) = 16.4*** R2 =.53, F(10,157) = 17.9*** 
R2 Δ = .05*** 
Model Effect Size  
If Attempted Suicide Removed 
R 2=.42, F(8,159) = 
14.4*** 
R2 Δ = -.06*** 
R2 =.48, F(9,158) = 15.9*** 
R2 Δ = -.06*** 
Note. r = zero order correlation, β = standardized beta weight, rs
2 = Squared structure coefficient, Pratt 
= product measure (variance of DV explained), %R2 = percentage of contribution to total R2  
*** p < .001, ** p < .01, * p < .05, +p = .05 
Regression 1 Model II:  PCL:SV F2 was added to the predictors included in Model I to 
estimate degree of covariance between these variables that might account for strong correlations 
between BPD traits and Factor 2 traits (see Table 11). Addition of PCL:SV Factor 2 scores to the 
above group of predictors significantly increased (R2 Δ = .05, p < .001) the amount of explained 
variance in BPD symptom presence to 53% (R = .73), F (10, 157) = 17.9, p < .001. PCL:SV F2 
contributed significant predictive ability to the model (β = .28). PCL:SV Factor 2 scores were the 
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strongest predictor of Borderline traits, accounting for 27% of the total explained variance in the 
model. Examination of PCL:SV Factor 2 squared semi-partial correlation (sr2 =.05) in 
comparison to the squared partial correlation (pr2 =.10) indicate the relation between PCL:SV 
Factor 2 and SCID-II BPD was not fully explained by covariance with other predictors within 
the model. Inclusion of PCL:SV Factor 2 in Model II negated the predictive utility of Paranoid 
PD symptoms (β = .04) and substance disorder diagnoses (β = .07) found in Model I. Both 
Paranoid PD symptoms and substance disorder displayed significant positive zero-order 
correlations with PCL:SV F2 (r =.45 & r=.43 respectively).   
Table 12 
Multiple Regressions Predicting Secondary Psychopathic traits 
Outcome variable: PCL:SV Factor 2 score 
Predictors: Suicide Attempts, STAXI total score, Substance Disorder Diagnosis, number of 
PTSD symptoms, past symptoms of depression, number of Obsessive Compulsive, Avoidant, 
Dependent, and Paranoid Personality Disorder traits. 
Regression 2  PCL:SV Factor 2 Score 
  Model I Model II 
Variable r β rs2 Pratt %R2 β rs2 Pratt %R2 
Attempted Suicide .24 .04 .16 .01 2% -.06 .13 -.01 -3% 
STAXI Score .38 .24** .40 .09 25% .16* .34 .06 14% 
Substance Disorder .43 .30** .51 .13 36% .25** .43 .11 25% 
Paranoid Traits .45 .32** .55 .15 40% .28** .47 .13 29% 
Obsessive Compulsive Traits .08 -.10 .02 -.01 -2% -.14* .01 -.01 -3% 
PTSD Symptoms .12 -.01 .04 .00 0% -.03 .04 .00 -1% 
Dependent Traits .03 -.02 .00 .00 0% -.07 .00 .00 0% 
Avoidant Traits .13 -.04 .05 .00 -1% -.04 .04 -.01 -1% 
Symptoms of Depression .14 .01 .05 .00 0 -.03 .05 .00 -1% 
Borderline Traits .50 - - - - .35** .59 .17 41% 
 R 2=.37, F(9,158) = 10.2*** R 2=.43, F(10,157) = 11.8*** 
R2 Δ = .06*** 
Note.  r = zero order correlation, β =  standardized beta weight, rs
2 = Squared structure coefficient, 
Pratt = product measure (variance of DV explained), %R2 = percentage of contribution to total R2  
*** p < .001, ** p < .01, * p < .05 
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Regression 2 Model I:  Multiple regression analysis partially supported the hypothesis 
that, secondary psychopathic traits would be associated with higher number of symptoms of 
mental illness, diagnosed substance disorder, negative affectivity, avoidant traits, dependent 
traits, suicidal behavior, anger, and paranoia (see Table 12). The proposed model accounted for 
37% (R = .61) of the total variance in PCL:SV Factor 2 scores, F (9, 158) = 10.2, p < .001.The 
strongest predictors of PCL:SV Factor 2 scores were Paranoid traits (β = .32), diagnosed 
Substance disorder (β = .30), and STAXI total scores (β = .24). These three variables alone 
contributed significantly to the prediction of PCL:SV Factor 2 scores. Past suicide attempts, 
PTSD symptoms, past symptoms of depression, Dependent, Obsessive Compulsive, and 
Avoidant PD symptoms did not contribute uniquely to the model.  
Regression 2 Model II:  SCID-II BPD was added to PCL:SV F2 predictors to estimate 
degree of collinearity between these variables that might account for strong correlations between 
BPD and Factor 2 traits. Addition of BPD traits to the above group of predictors significantly 
increased (R2 Δ = .06, p < .001) the amount of variance in PCL:SV Factor 2 scores explained by 
the model R2 = .43, F (10,157) = 11.8, p < .000. BPD traits contributed significantly to the model 
(β = .35), as the strongest predictor, accounting for 41% of the total explained variance in 
PCL:SV Factor 2 scores. Examination of BPD squared semi-partial correlation (sr2 = .06) in 
comparison to the squared partial correlation (pr2 = .10) indicate the relation between SCID-II 
BPD and PCL:SV Factor 2 was not fully explained by covariance with other predictors within 
the model. Inclusion of BPD traits in Model II augmented the predictive utility of absence of 
OCPD traits (β = -.14, p = .04) and though maintaining statistical significance, reduced effects of 
the three significant predictors in Model I, STAXI scores (β = .16, p < .05) was most effected 
due to a moderate positive zero-order correlation with BPD traits (r =.47). 
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY 86 
Symptoms of PTSD did not contribute significantly to the model. However, between-
group comparisons of Mean BPD symptoms, PCL:SV Factor 1, and Factor 2 scores found, 
participants diagnosed with PTSD had more BPD, t (187) = -2.67, p < .01 and Factor 2, t (189) = 
-2.41, p < .05 traits compared to other participants (see Table 13). Factor 1 scores were not 
significantly different between groups. Also, Psychotic diagnoses were not included in the 
regression models due to restricted variance. Between-group comparisons of BPD symptoms, 
PCL:SV Factor 1, and Factor 2 scores found, participants diagnosed with a Psychotic disorder 
had more BPD, t(193) = -2.53, p = .01 and Factor 2, t(195) = -3.66, p < .001 traits than the 
remaining sample (see Table 13). Factor 1 scores were not significantly different from other 
participants.   
Table 13 
Prevalence of Psychopathic & Borderline Traits Among Participants Diagnosed with 
PTSD or Psychosis 
 PTSD Psychotic Disorder 
 Absent Present Absent Present 
 M SD M SD M SD M SD 
PCL:SV Factor 1 4.7 3.1 5.6 2.7 4.7 3.1 5.4 2.7 
PCL:SV Factor 2 4.5 3.3 6.1* 3.4 4.3 3.2 6.5** 3.4 
BPD symptoms 1.5 2.0 2.6* 2.7 1.4 2.0 2.5* 2.5 
*p < .05, ** p < .01 
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Analysis 4 
Table 14 
Multiple Regressions Predicting Primary Psychopathic Traits 
Outcome variable: PCL:SV Factor 1 score 
Predictors: Suicide Attempts, STAXI total score, Substance Disorder Diagnosis, number of 
PTSD symptoms, past symptoms of depression, number of Obsessive Compulsive, Avoidant, 
Dependent, and Paranoid Personality Disorder traits. 
Regression 3  PCL:SV Factor 1 Score 
  Model I Model II 
Variable r β rs2 Pratt %R2 β rs2 Pratt %R2 
Attempted Suicide .20 .07 .18 .01 6% .05 .10 .01 3% 
STAXI Score .24 .08 .24 .02 8% -.05 .14 -.01 -3% 
Substance Disorder .26 .14 .29 .04 16% -.02 .17 .00 -1% 
Paranoid Traits .41 .36** .72 .15 63% .19* .42 .08 19% 
Obsessive Compulsive 
Traits 
.16 .01 .11 .00 0% .06 .06 .01 2% 
PTSD Symptoms .18 .08 .13 .01 6% .09 .08 .01 4% 
Dependent Traits .03 .04 .00 .00 0% .05 .00 .00 0% 
Avoidant Traits .02 -.18* .00 .00 -2% -.16* .00 .00 -1% 
Symptoms of Depression .12 .03 .06 .00 1% .02 .04 .00 1% 
PCL:SV Factor 2 Traits .59 - - - - .52** .86 .31 76% 
Borderline Traits  - - - - - - - - 
  R 2=.23, F(9,158) = 5.4** R2 =.41, F(10,157) = 10.7** 
R2 Δ = .17** 
Note.  r = zero order correlation, β =  standardized beta weight, rs
2 = Squared structure coefficient, 
Pratt = product measure (variance of DV explained), %R2 = percentage of contribution to total R2  
** p < .001, * p < .05  
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Regression 3 Model I: PCL:SV Factor 1 scores were not expected to be significantly 
correlated with predictors of BPD and Secondary psychopathic traits. Contrary to the predicted 
results for hypothesis 4, multiple regressions rejected the null hypothesis, that primary 
psychopathic traits are not associated with increased symptoms of mental illness, diagnosed 
substance disorder, negative affectivity, avoidant traits, dependent traits, suicidal behavior, 
anger, and paranoia (see Table 14). The proposed model, accounted for 23% (R = .48) of the 
total variance, in PCL:SV Factor 1 scores F (9, 158) = 5.4, p < .001. Of the nine predictors 
included in the model, two significantly contributed to prediction of PCL:SV Factor 1 scores. 
PCL:SV Factor 1 scores were predicted by the presence of Paranoid PD traits (β = .36) and the 
absence of Avoidant PD traits (β = -.18). Diagnosed substance disorder, suicidal behavior, 
symptoms of PTSD, symptoms of depression, Dependent, and Obsessive compulsive PD traits 
did not contribute significantly to the model. 
Regression 3 Model II:  PCL:SV F2 was added to PCL:SV F1 predictors to estimate 
effects due to covariance. Addition of PCL:SV Factor 2 scores to the above group of predictors 
significantly increased (R2 Δ = .17, p < .001) the amount of explained variance in PCL:SV Factor 
1 score, R2 = .41, F (10, 157) = 10.7, p < .000. PCL:SV Factor 2 scores were the strongest 
predictor of PSCL:SV Factor 1 score (β = .52), accounting for 76% of the total explained 
variance in the model. Examination of PCL:SV Factor 2 squared semi-partial correlation (sr2 = 
.17) in comparison to the squared partial (pr2 = .22) correlation indicate the relation between 
PCL:SV Factor 1and PCL:SV Factor 2 is only minimally influenced by covariance with other 
predictors within the model. Inclusion of PCL:SV Factor 2 scores substantially reduced the 
predictive utility of Paranoid traits due to strong correlations with both Factor 1 (r =.41) and 
Factor 2 (r=.45) of the PCL:SV.  
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Regression 3 Model III:  SCID-II BPD was added to PCL:SV F1 predictors to estimate 
effects due to covariance (see Table 15). Addition of BPD traits to the above group of predictors 
did not significantly affect (R2 Δ = .01, p > .05) the amount of explained variance in PCL:SV 
Factor 1 score from the original model, R2 = .25, F (10, 156) = 5.2, p < .001. BPD traits did not 
contribute uniquely to the prediction of PSCL:SV Factor 1 score (β = .16). PCL:SV Factor 2 
squared semi-partial correlation (sr2 = .16) and squared partial correlation (pr2 = .21) remained 
relatively unchanged from Model II. 
Table 15 
 
 
Multiple Regressions Predicting Primary Psychopathic Traits –continued 
Regression 3  PCL:SV Factor 1 Score 
  Model III Model IV 
Variable r β rs2 Pratt %R2 β rs2 Pratt %R2 
Attempted Suicide .20 .06 .10 .01 3% .03 .17 .01 2% 
STAXI Score .24 -.05 .14 -.01 -3% .04 .23 .01 4% 
Substance Disorder .26 -.01 .17 .00 -1% .12 .28 .03 12% 
Paranoid Traits .41 .19* .42 .08 19% .34** .68 .14 56% 
Obsessive Compulsive 
Traits 
.16 .06 .06 .01 2% -.01 .10 .00 -1% 
PTSD Symptoms .18 .09 .08 .02 4% .07 .12 .01 5% 
Dependent Traits .03 .05 .00 .00 0% .01 .00 .00 0% 
Avoidant Traits .02 -.16* .00 .00 -1% -.18* .00 .00 -2% 
Symptoms of Depression .12 .02 .04 .00 1% .00 .06 .00 0% 
PCL:SV Factor 2 Traits .59 .53** .86 .31 77% - - - - 
Borderline Traits .35 -.02 .29 -.01 -2% .16 .48 .06 23% 
  R 2=.41, F(11,159)=9.7** 
R2 Δ = .00 
R 2=.25, F(10,156)=5.2** 
R2 Δmodel-1 = .01 
Note.  r = zero order correlation, β =  standardized beta weight, rs
2 = Squared structure coefficient, 
Pratt = product measure (variance of DV explained), %R2 = percentage of contribution to total R2  
** p < .001, * p < .05  
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Regression 3 Model IV: Next, PCL:SV Factor 2 was removed from the model to assess 
potential suppression of BPD trait effects due to covariance with Factor 2 scores. Model IV did 
not significantly increase the amount of variance explained by the first Model (R2 Δmodel-1 = .01). 
BPD traits did not contribute significantly to the model after removing PSCL:SV Factor 2 from 
the predictors. Examination of BPD squared semi-partial correlation (sr2 = .01) and the squared 
partial correlation (pr2 = .02) correlation in conjunction with the consistency of PCL:SV Factor 2 
partial and semi-partial correlations across Models II and III, indicate that associations between 
PCL:SV factor scores was related to within-measure scale covariance. 
Participants who reported a history of past suicide attempts had significantly higher 
PCL:SV Factor 2 scores than those who denied past suicide attempts, t (195) = 3.0, p < .01 (see 
Table 16). PCL:SV Factor 1 scores were not significantly different between participants who 
attempted suicide and those who had not. As expected, participants with a history of suicide 
attempts had significantly greater symptoms of BPD t (187) = -7.6, p < .001 
Table 16 
Psychopathic & Borderline Traits In Relation to Past Suicide Attempts 
 Suicide Attempts 
 No Yes 
 M SD M SD 
PCL:SV Factor 1 4.7 3.0 6.2 2.9 
PCL:SV Factor 2 4.5 3.2 7.1* 3.5 
BPD symptoms 1.3 1.7 4.8** 2.4 
*p < .01, ** p < .001, Denied past attempts (n = 180), Endorsed past attempts (n = 17) 
Analysis 5 
Pearson correlations partially supported hypothesis 5, “Frequency of ruminative thinking 
will be negatively correlated with primary psychopathic traits and positively correlated with both 
secondary psychopathic and BPD traits.” (see Table 17). A statistically significant negative 
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correlation was predicted between PCL:SV F1 and WBSI. Pearson correlations failed to support 
the prediction. PCL:SV F1 scores were not significantly correlated with WBSI total or factor 
scores. Statistically significant positive correlations were predicted between the WBSI and both 
PCL:SV F2 and BPD. Pearson correlations supported the prediction. Both BPD symptoms (r = 
.40) and PCL:SV F2 scores (r = .29) were significantly positively correlated with WBSI total 
scores.  
Table 17 
Pearson Correlations Between WBSI Scores, BPD Traits & PCL:SV Factor Scores 
 BPD Factor 2: Secondary Factor 1: Primary 
 Total .40** .29** .09 
WBSI Suppression .36** .24** .08 
 Intrusion .41** .27** .07 
**p <.001, n = 180 
Correlations between PCL:SV factor scores and each of the two WBSI factors 
(Suppression & Intrusion) were examined, as potentially relevant to the BIS and the BAS (see 
Table 17). Due to a lack of empirical basis, no specific WBSI factor level differences were 
predicted. Results of Pearson correlations found BPD symptoms to be significantly positively 
correlated with both WBSI Intrusion (r = .41) and WBSI Suppression (r = .36). Similarly, 
PCL:SV F2 scores were significantly positively correlated with both WBSI Intrusion (r = .27) 
and WBSI Suppression (r = .24).  
Analysis 6 
Pearson correlations partially supported hypothesis 6, “Emotional empathy will be 
negatively correlated with traits of primary psychopathy and positively correlated with both 
secondary psychopathic and BPD traits.” (see Table 18). PCL:SV F1 scores were significantly 
negatively correlated with QMEE total scores (r = -.16). Positive correlations were expected 
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between the QMEE and both the PCL:SV F2 and BPD traits. Neither BPD symptoms nor 
PCL:SV F2 scores were significantly correlated with QMEE total scores.     
Table 18 
Pearson Correlations Between QMEE, BPD traits & PCL:SV Factor Scores 
 BPD Factor 2: Secondary Factor 1: Primary 
QMEE -.02 -.14 -.16* 
*p <.05, n = 170 
Analysis 7 
Table 19 
 
 
Multiple Regressions Predicting Reactive Aggression 
Outcome variable: Reactive Aggression (AQ Items: 1, 25, 27, & 29)  
Predictors: PCL:SV Factor 1, PCL:SV Factor 2, & SCID-II BPD traits 
Regression 4  Sum of AQ Items: 1, 25, 27, & 29 
  Model I 
Variable r β rs2 Pratt %R2 
PCL:SV F1 Primary Traits .19 .19* 1.0 .03 100% 
 R 2=.034, F(1,176) = 6.2*  
  Model II 
Variable r β rs2 Pratt %R2 
PCL:SV F1 Primary Traits .19 -.02 .29 .00 -2% 
PCL:SV F2 Secondary Traits .34 .35** 1.0 .12 103% 
 R2 =.12, F(2,175) = 11.5** R2 Δ = .08** 
  Model III 
Variable r β rs2 Pratt %R2 
PCL:SV F1 Primary Traits .19 -.03 .12 -.01 -2% 
PCL:SV F2 Secondary Traits .34 .13 .41 .05 16% 
Borderline Traits .52 .47** .96 .24 86% 
 R 2=.28, F(3,174) = 22.7** R2 Δ = .17** 
Note. r = zero order correlation, β = standardized beta weight, rs
2 = Squared structure coefficient, 
Pratt = product measure (variance of DV explained), %R2 = percentage of contribution to total R2  
** p < .001, * p < .05 
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Regression 4:  Multiple regressions partially supported hypothesis 7, “Self-reported use 
of reactive forms of aggression will be more strongly, positively correlated with borderline and 
secondary psychopathic traits in comparison to primary psychopathic traits.” (see Table 19). The 
proposed model, accounted for 28% of the total variance, in scores on the reactive aggression 
scale (AQ Items: 1, 25, 27, & 29): PCL:SV factor scores and Borderline PD symptoms were 
significant predictors of participants’ scores on the reactive aggression scale: F (3, 174) = 22.7, p 
< .01. BPD traits were the only significant unique predictor of self-reported reactive aggression 
within this model (β = .47, p < .001). PSCL:SV Factor 2 and Factor 1 did not contribute 
uniquely to the model. However, Factor 2 was significant after BPD was removed from the 
regression (β = .36), R2 = .12 F (2, 175) = 11.5, p < .01. Similarly, Factor 1 was significant after 
both BPD and Factor 2 were removed, R2 = .03 F (1, 176) = 6.2, p < .05. These findings suggest 
that the predictive utility of PCL:SV Factor 1 scores was likely accounted for by covariance with 
Factor 2 scores. Further, the relation between PCL:SV Factor 2 scores and reactive aggression 
was likely accounted for by the strong correlation between Factor 2 and BPD traits.      
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Chapter IV: Discussion 
Summary of findings 
Are secondary psychopathy and BPD diagnostically distinct disorders? The results 
of analysis 1 support the hypothesis that assessment of BPD and secondary psychopathic traits 
result in similar classification of individuals. A significantly high rate of comorbid BPD (50%) 
was found among participants classified as having secondary psychopathy. Conversely, a 
significant, moderately high rate of comorbid secondary psychopathy (33%) was found among 
participants with BPD. These findings support similarity in classification of the two disorders 
which likely result from substantial overlap in diagnostic criteria. Analysis 2 provides further 
support for the theorized diagnostic overlap. As suggested by descriptive comparisons of 
diagnostic criteria, PCL:SV facet 3 (Lifestyle) and facet 4 (Antisocial) scores were most strongly 
correlated with BPD symptoms, 𝑟 = .42 and 𝑟 = .40 respectively. Facet 3 of the PCL:SV 
exhibited the strongest correlation with total BPD symptoms. As described in the literature 
review, facet 3 traits include impulsivity (Item 7), irresponsibility (Item 9), and absence of long-
term goals (Item 10; Hart, Cox, & Hare, 1995). Descriptions of facet 3 traits are similar to 
descriptions of BPD criterion 3 (unstable self-image), criterion 4 (Impulsivity), criterion 7 
(chronic emptiness) and criterion 8 (easy to anger) from the DSM-5 (APA, 2013). The findings 
from analysis 2 further support the hypothesis that the similarities in classification found in 
analysis 1 likely result from overlap in diagnostic criteria.  
Surprisingly, a non-significant trend toward higher rates of comorbid BPD (31%) was 
found among participants classified as having primary psychopathy compared to non-
psychopathic participants (13%). Similarly, a significant positive correlation (𝑟 = .27) was found 
between primary traits and BPD. This finding is contrary to the inverse relation hypothesized by 
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the author. Further examination of correlations between BPD and facet scores suggest that facet 
2 (Affective) items likely contribute to the co-occurrence of primary psychopathic and borderline 
traits. However, this does not explain the positive correlation between BPD traits and facet 1 
scores. This may reflect the high degree of correlation between Factor 1 and Factor 2 of the 
PCL:SV in the current study (𝑟 = .59), or may be reflective of a shared relationship with 
additional correlates not included in the regression analyses of the current study. Future research 
could utilize a larger sample, allowing for greater discrepancies in Factor 1 and Factor 2 scores 
in classification of subtypes, to test this hypothesis.  
Are secondary psychopathy and BPD similarly related to clinical correlates 
suggested by prior research? Multiple regression results from analysis 3 suggest that 
Borderline and secondary psychopathic traits are related to many of the same clinical correlates. 
Each of the nine predictors used in regressions 1, 2, and 3 exhibited statistically significant 
positive zero-order correlations with BPD symptom counts. Six of these nine predictors 
exhibited statistically significant zero-order correlations with PCL:SV Factor 2. Avoidant and 
Dependent PD traits and past symptoms of Depression were not significantly correlated with 
PCL:SV Factor 2. Only three  of the nine predictors (Paranoid traits, STAXI score, & Substance 
disorder) were significantly correlated with PCL:SV Factor 1.  
Results of the first two sets of multiple regression analyses (see Tables 11 & 12) suggest 
that anger, diagnosed substance disorder, and paranoia are the strongest shared predictors of 
borderline  and secondary psychopathic traits. Decreases in the variance explained by the three 
variables resulting from the addition of the competing construct (PCL:SV Factor 2 in Regression 
1, BPD traits in Regression 2) suggests that these variables are also substantial sources of shared 
variance between the two constructs. Yet, neither secondary psychopathic traits nor BPD traits 
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subsumed all of the unique variance explained by each of these three variables. Furthermore, 
significant increases in model effect sizes imply that each of the two constructs are contributing 
unique predictive ability above and beyond that accounted for by the nine predictors. The strong 
relation between Paranoid PD traits and both BPD and Secondary psychopathy may be explained 
by the transient stress-related paranoia and fear abandonment characteristic of BPD patients and 
the tendency toward greater use of reactive forms of aggression among individuals with 
Secondary Psychopathy. The inclusion of past suicide attempts as a predictor of BPD traits in 
Regression 1 likely inflated the model effect size due to construct overlap / redundancy, as it is a 
symptom of BPD. However, after removing past suicide attempts from the model, the remaining 
predictors maintained significance and continued to explain greater variance in BPD traits than 
PCL:SV Factor 2 (see bottom of Table 11). 
Additional analyses examining Mean differences between diagnostic groups found 
significantly higher rates of borderline and secondary psychopathic traits among both 
participants with PTSD (n = 26) and those with a diagnosed Psychotic disorder (n = 33). These 
findings parallel prior research suggesting higher rates of comorbid mental illness among 
individuals with secondary psychopathy and higher rates of self-reported trauma history among 
individuals with BPD (Grant, et. al., 2008; Pagura et al., 2010; Skeem et al., 2007). However, the 
low base rates of these two disorders and restricted symptom distribution limited the utility of 
multivariate statistical approaches and ability to parse out potential covariance with other 
clinically relevant correlates. For example, it is possible that higher levels of BPD and secondary 
psychopathic traits found among participants diagnosed with PTSD or a Psychotic disorder may 
better be accounted for by co-occurring increases in paranoia and/or substance use. 
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Secondary psychopathic and borderline traits were similarly associated with many of the 
same correlates. However, BPD appears more strongly associated with a wider range of 
psychopathology and is more closely tied to symptoms of mood disorder and negative 
affectivity. Therefore, knowing whether an individual had significant BPD symptomatology 
might be extremely helpful in forensic populations, where a label of psychopathy may be less 
helpful, particularly if features of subtype are unspecified. However, this conclusion is based on 
the limited number of variables included in the current study and the use of shortened version of 
the Psychopathy Checklist. Because BPD is diagnosed on the basis of nine traits as opposed to 
the six traits assessed on Factor 2 of the PCL:SV, BPD symptoms capture a wider range of 
behaviors. This could be tested in future research through substituting the current measure of 
secondary psychopathic traits with the 10-items from Factor 2 of the PCL-R (Hare, 2003). 
Finally, it is important to consider that the variables chosen for inclusion in regression analyses 
were based on the secondary psychopathy literature. However, in the current study these 
variables, as a group, were stronger predictors of BPD than secondary psychopathy.    
Do correlates of secondary psychopathy and BPD differentiate those disorders from 
primary psychopathy? PCL:SV Factor 1 scores were regressed on the same nine predictors 
from regressions 1 and 2, in analysis 4, resulting in a statistically significant model of modest 
effect size. Only two of the nine predictors significantly contributed to the model and one of 
these predictors was inversely related to the outcome variable (see Table 14). Paranoid PD traits 
were the only predictor to be significantly positively correlated with primary psychopathic traits 
within the model. However, the inclusion of secondary psychopathic traits, in Model II, 
substantially reduced the amount variance in Factor 1 scores explained by Paranoid PD traits. 
The reduction in the Pratt product measures between Models I and II suggests that approximately 
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half of the predictive utility of Paranoid PD traits may be attributed to high inter-factor 
correlations within the PCL:SV. Models III and IV lend further support to this explanation. In 
Model III BPD traits are added to the nine predictors and PCL:SV Factor 2, resulting in no 
significant change to the model or effects of any individual predictors. In Model IV PCL:SV 
Factor 2 is removed from the model and the effects of Paranoid PD traits are no longer 
suppressed. In addition, compared to non-suicidal participants, those who reported a history of 
attempted suicide did not display higher rates of primary psychopathic traits, despite having 
higher rates of both borderline and secondary psychopathic traits. 
Correlations between the WBSI and PCL:SV factor scores and BPD traits support the 
hypothesis that both BPD and secondary psychopathy are associated with increased rumination. 
Borderline and secondary psychopathic traits were significantly, positively correlated with both 
frequency of intrusive thoughts and difficulty suppressing unwanted thoughts. It was 
hypothesized that primary psychopathic traits would be associated with decreased intrusive 
thoughts and less difficulty suppressing unwanted thoughts. However, PCL:SV Factor 1 was not 
significantly correlated with any of the WBSI scores. Contrary to the author’s hypothesis, neither 
BPD nor secondary psychopathic traits were associated with higher levels of empathy. As 
expected, primary psychopathic traits were associated with reduced empathy.  
Regression 4 explored potential differences in the use of reactive forms of regression in 
relation to borderline, primary psychopathic, and secondary psychopathic personality traits. 
Traits of primary psychopathy, secondary psychopathy, and BPD were associated with minor, 
modest, and moderate increases in reactive aggression, respectively. Although, these were 
exploratory analyses utilizing an untested, theoretically derived self-report scale of reactive 
aggression, the results are consistent with the extent literature on reactive aggression in relation 
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to psychopathy subtypes and BPD.     
Limitations 
One limitation of this study, as it was conducted, had to do with the operationalization of 
the construct of Borderline Personality Disorder (and BPD Traits). Individual symptoms of BPD, 
assessed by the SCID-II, differ in prevalence and as a result are not distributed normally. 
Therefore, use of a standardized scale of BPD traits would be a more appropriate 
operationalization of the construct for use in correlation analyses. In addition, the lack of 
individual BPD symptom coding limits inferences regarding diagnostic overlap due to criterion 
redundancy. It would have been useful to examine concordance between psychopathic and 
borderline traits proposed in the literature review as being similar in description. Examination of 
symptom level data would also provide information regarding areas of divergence. The results of 
the current study suggest that past suicidal behavior may account for some differences between 
BPD and secondary psychopathy. As suggested in the literature review, PCL:SV facet 3 scores 
were more strongly correlated with number of BPD symptoms. It is plausible to infer diagnostic 
similarities as contributing to this correlation. By identifying which BPD symptoms are most 
prominently associated with PCL:SV facet 3 scores, the accuracy of this assumption can be 
assessed. 
Psychopathy as measured using the PCL:SV, resulted in lower Total scores (Mdn = 9) 
than norms for forensic populations (Mdn = 15). This contributed to lower quartile scores and the 
decision to use a total score greater than 14 (75th percentile) as criteria for subtype classification. 
Limiting classification analyses to only those participants with substantial psychopathic traits, 
further reduced the sample. As a result, relatively few participants being categorized as having 
primary (n =16) or secondary (n = 20) psychopathy in the current sample. Two participants with 
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total scores above 14 were excluded from chi square analyses due to equal Factor 1 and Factor 2 
scores. Lower PCL:SV scores in the current sample may reflect the high rate of stalking offenses 
within the sample, as it was a behavior of relevance to the larger study. The reduced 
heterogeneity in offending behavior may have resulted in a participant pool with fewer 
psychopathic traits than general forensic populations. Similar findings or reduced PCL:SV scores 
among stalking offenders are reported in a study by Storey, Hart, Meoloy, and Reavis (2009). 
Within their sample of males (n = 61) only one participant scored ≥ 18 on the PCL:SV and 
average Total score (M = 8.13) was similar to average Total score in the current sample (M = 
9.53; Storey, Hart, Meloy, & Reavis 2009).     
Importantly, PCL:SV factor scores in the current study were more highly correlated than 
is typical in the psychopathy literature. The zero order correlation between PCL:SV Factor 1 and 
Factor 2 scores was .59. This high degree of correlation likely contributed relatively small 
differences between factor scores across subtypes, blurring distinctions between primary and 
secondary categories. Similarly, high inter-factor correlation may have contributed to 
considerable shared variance between predictors of primary and secondary psychopathic traits. In 
short, participants with high level of primary psychopathic traits in this study would also be more 
likely to have a high level of secondary psychopathic traits. Together these issues hinder the 
ability of the statistical analyses to find discrete differences in relation between the two subtypes. 
First, statistical significance of categorical differences require large effect sizes due to the 
relatively low prevalence of the two disorders within the sample. Second, variables found to be 
highly correlated with secondary traits are more likely to also be associated with primary traits 
due to high levels of covariance between factors. Though higher-than-normal factor correlations 
may have amplified the problem, this issue is not confined to the current study. Rather, this issue 
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effects the larger field of psychopathy research, especially studies relying on correlational 
models to examine differences between Factor 1 and Factor 2 traits in relation to clinical 
outcomes.     
 One of the strengths of the study was the use of multiple methods of assessment (self-
report and clinician rating) personality traits were assessed using only clinician ratings performed 
by a single clinician. This approach is superior to using mixed methods of assessment across 
different sets of personality traits, as it likely reduced method effects across personality 
measures. However, inclusion of an additional method of personality assessment, such as a self-
report measure, could provide useful information regarding the reliability and potential validity 
of personality trait presence. Although these considerations are not unique to the current study, 
the ongoing legal involvement of participants at the time of initial assessment may have 
influenced their degree of self-monitoring and impression management. The addition of self-
report measures of PD traits to test concurrent validity may have uncovered general or 
idiosyncratic tendencies to minimize or exaggerate symptom reporting in the interview setting.  
 One limitation of the current study is a lack of information regarding physiological 
experiences of anxiety, such as muscle tension. Differences in physiological responses to stress 
have been researched as likely features of BPD and both subtypes of psychopathy. Moreover, the 
literature suggests that greater muscular tension is associated with both BPD and secondary 
psychopathy (Ekselius et al., 1994; Skeem et al., 2007). This is in contrast to research suggesting 
reduced physiological arousal and anticipatory anxiety among primary psychopaths (Patrick, 
Bradley, & Lang, 1993; Skeem et al., 2007). Assessment of a wide range of anxiety symptoms 
including physical manifestations would allow for a more comprehensive exploration of 
physiological differences underlying distinct personality disorders. 
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Implications 
Is there clinical utility in differentiating between secondary psychopathy and BPD? 
The current study suggests that Borderline Personality Disorder and Secondary Psychopathy 
share substantial similarities in diagnostic features and a variety of clinical correlates. Despite 
these similarities, clinical distinctions between the two disorders remain. One distinction is the 
relative emphasis on risk of self-harm versus antisocial behavior in the classification of BPD and 
Secondary Psychopathy respectively. The results suggest that this distinction may be of limited 
clinical utility. Rather, secondary psychopathy shares clinical similarities with BPD that far 
exceed its shared features with primary psychopathy. The substantial correlation between 
secondary psychopathic traits and BPD symptoms support the hypothesized diagnostic overlap 
between these two disorders. In addition, both disorders were associated with similar clinical 
correlates, as well as behavioral, emotional, and cognitive styles. However, the results also 
suggest that meaningful differences exist between the two groups, as operationalized in the 
current study.  
Compared to secondary psychopathic traits, symptoms of BPD were associated with a 
broader range of clinically relevant factors and co-occurring psychological symptoms. Secondary 
psychopathic traits appear to be associated with many of the same factors associated with BPD 
albeit to a lesser extent, with the exception of anger and substance abuse. These associations may 
be accounted for by shared biological substrates associated with impulsivity. Impulsivity has 
been associated with a number of biological substrates such as lower levels of serotonin and 
reduced activity in the prefrontal cortex (Moeller, Barratt, Dougherty, Schmitz, & Swann, 2001). 
Underlying biological substrates of impulsive have been linked to increased substance abuse, 
suicide attempts, reactive or “non-planned” aggression, BPD traits, Bipolar Mood Disorder, and 
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ADHD and Conduct Disorder in youth (Moeller, et al., 2001). Therefore, the shared patterns of 
correlation between clinical correlates of both BPD and Secondary Psychopathy may be 
accounted for by shared underlying biological substrates, specifically those associated with 
impulsivity.  
 Most important, the findings of the current study indicate that approximately half of all 
individuals displaying antisocial patterns of behavior and secondary psychopathic traits could 
also be diagnosed with BPD. Further, these individuals appear to be at risk for many of the same 
comorbid psychological disorders, interpersonal difficulties, and self-harming behaviors. The 
broad range of undesirable outcomes associated with persistent offending behavior justify 
prioritizing treatment of such individuals. Yet, patients with Antisocial Personality Disorder 
(ASPD) present unique challenges and adequate treatments continue to be in need of 
development. Among those with ASPD, a small subsample meeting diagnostic criteria for 
psychopathy are particularly resistant to treatment. However, a subgroup of these individuals, 
identified as having secondary psychopathy appear to share many characteristics of BPD. The 
scientific and clinical implications of this conclusion are considerable and wide ranging.  
 Among the ten personality disorders listed in the DSM-5, BPD has the largest body of 
empirical research (see figure 1). Much of the research on BPD has focused on the development 
and evaluation of treatments tailored to the unique difficulties posed by this disorder. Research 
on psychopathy is similarly robust and despite past treatment failures and pessimism among 
clinicians, developing effective treatment continues to be a priority of many researchers in the 
area. The term “secondary psychopathy” emerged from anomalies in psychopathy research 
findings and has since served to parse out heterogeneity within study samples to refine 
understanding of primary psychopathy. As a result, few researchers have focused exclusively on 
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secondary psychopathy as a unique personality disorder with distinct treatment needs. Given the 
similarities between secondary psychopathy and BPD it is plausible that both groups may benefit 
from similar forms of treatment. In addition, the literature on secondary psychopathy could help 
to broaden the understanding of behavioral manifestations of BPD across genders. 
 The use of criminal behavior as an indicator of pathological personality has been a source 
of debate among researchers in the field (Lilienfeld, 1994). The question of whether criminal 
behavior is best explained as an outcome or core feature of one’s personality shapes our 
understanding of the construct and diagnostic procedures. Nevertheless, the theoretical nature of 
this behavior does not preclude implementation of potentially effective treatment to curb the 
behavior. Similarly, regardless of whether non-suicidal self-injurious behavior is a core symptom 
or outcome of BPD the goal of treatment should be to prevent and reduce this behavior. The 
literature has routinely noted sex differences in prevalence of both BPD and psychopathy. Recent 
empirical findings suggest that these differences may be less pronounced than once thought 
(Paris, Chenard-Poirier, & Biskin, 2013). Surveys of symptom presence have not found 
differences in prevalence of symptoms across sexes that would support differences in clinical 
diagnosis. Grant and colleagues (2008) report that among individuals with BPD, significantly 
more males (19%) than females (9%) also meet criteria for ASPD (p < .01). This suggests that a 
substantial minority of males with BPD are likely to engage in offending behavior. Moreover, 
many males with less severe externalizing behavior may go unnoticed as having BPD by treating 
clinicians. Integration of the BPD and secondary psychopathy literature has the potential to 
increase clinical efficiency and contribute to a more comprehensive understanding of the 
disorder, range of symptoms, and effective treatments.  
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 A marked lack of empathy is often cited as a barrier in the treatment of psychopathy. This 
lack of empathy or blunted emotional response is not characteristic of secondary psychopathy. 
Rather secondary psychopathy is characterized by heightened emotional reactivity. Therapeutic 
approaches designed to treat BPD have focused largely on assisting patients in developing more 
effective emotion regulation skills and reducing negative patterns of rumination. Mindfulness, 
CBT, and DBT are among the most utilized treatments for patients with BPD (McMain, Boritz, 
& Leybman, 2015; Wupperman, Fickling, Klemanski, Berking, & Whitman, 2013). The value of 
these treatments in reducing reactive forms of aggression is evident but the current study 
suggests that rumination may also be an important treatment target.  
Reductions in rumination can be achieved through increasing mindful awareness in the 
present moment, identifying and restructuring cognitive distortions, or using a variety of coping 
skills, such as opposite action. Increased state and trait anger were found to be associated with 
both BPD and secondary psychopathy in the current study. Therefore treatments such as anger 
management may provide additional benefit to these individuals. As noted by Galietta and 
Rosenfeld (2012), traditional BPD approaches to treatment would unlikely provide an adequate 
fit for individuals with antisocial traits. Minor adaptations would be needed to address 
differences in treatment targets particularly related to externalization of anger towards others and 
general offending behavior. Importantly, these treatment recommendations are unlikely to be of 
similar utility in the treatment of primary psychopathy. Finally, it would be crucial to target 
impulsivity in treatment to develop patient’s skills for emotion regulation. The literature on 
biological substrates of impulsivity suggests that Cognitive Behavioral approaches are likely to 
be effective in reducing impulsivity (Moeller, et al., 2001). Specifically through affect 
identification, increasing patient awareness of triggers and automatic thoughts, and developing 
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strategies for self-initiated cognitive restructuring. In addition, psychopharmacological 
interventions using SSRIs or β blockers may be used to address the underlying biological basis 
for the impulsivity driving the problematic behavior (Moeller, et al., 2001).   
 Conversely, therapeutic approaches possibly effective for treating individuals with 
primary psychopathy might focus more heavily on behavioral strategies. Research on 
intervention strategies for children with callus-unemotional (CU) traits supports a combination of 
parenting strategies incorporating both a clear behavioral system of rewards and increased eye 
contact during administration of punishments (Dadds & Rhodes, 2008). According to Dadds and 
Rhodes (2008), children with reduced emotional reactivity are less likely to attend to emotional 
cues of caregivers increasing direct eye contact can help to increase the child’s awareness of the 
caregiver’s emotion. This approach has since been referred to as Emotion Recognition Training 
(ERT) and has been found to contribute to more positive treatment outcomes for children with 
CU traits (Dadds, et al., 2014). Importantly, ERT is not recommended for emotionally reactive 
children because they are more sensitive to emotional cues and likely to view direct eye contact 
as threatening and respond with escalation (Dadds & Rhodes, 2008).  
The treatment findings described above, although targeting children, suggest distinct 
differences in recommended intervention strategies for individuals with primary versus 
secondary psychopathic traits. However, as highlighted by the current findings, it is common for 
offenders to share both primary and secondary psychopathic traits. Developing treatment plans 
for offenders with a combination of emotional reactivity and absence of empathy would require a 
more tailored approach to target these difficulties. Finally, it is important to consider differential 
barriers to treatment compliance and strategies that may be implemented by clinicians to reduce 
these barriers. For example, validation of a more reactive patient’s emotional experience may 
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assist in establishing rapport, whereas collaborative identification of tangible goals may be more 
important in obtaining commitment from a more affectively restricted patient. A large number of 
offenders would benefit from a combination of these strategies based on their specific emotional 
needs. Treatment plans incorporating these considerations are more likely to result in positive 
treatment outcomes and reduced attrition. 
The findings of the current study in conjunction with a careful review and comparison of 
the BPD and psychopathy literature provide strong support for construct overlap between BPD 
and secondary psychopathy. There are notable problems with the construct of psychopathy, as 
currently utilized in applied settings, especially as relates to the heterogeneity in affective 
responses. A potentially more useful conceptualization of heterogeneity within offender 
populations would be to utilize distinctions in emotionality to categorize individuals with 
Antisocial Personality Disorder. What is suggested is similar to the recent update in diagnosis of 
Conduct Disorder that allows for inclusion of Callous Unemotional traits as a specifier (APA, 
2013). Under this proposed model, individuals with primary psychopathy could be diagnosed as 
having ASPD with psychopathic traits and individuals with secondary psychopathy could be 
diagnosed as having ASPD with borderline traits. This hierarchical categorization would be more 
theoretically sound and would communicate more useful information regarding prognosis and 
treatment planning for clinicians. Patients that engage in antisocial behavior are unlikely to 
exhibit only prototypical characteristics of BPD, Secondary, or Primary Psychopathy in isolation 
from other PD traits. However, by attending more closely to differences in salience of such traits 
between offenders clinicians can make more nuanced treatment recommendations and avoid 
foreseeable pitfalls that may lead to patients dropping out of treatment. 
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The results of the current study provide moderate support for diagnostic and clinical 
similarities that would suggest overlap between the constructs of BPD and Secondary 
Psychopathy. These findings largely parallel results of prior research on each of the constructs, 
as described in the literature review. The substantial similarities between BPD and Secondary 
Psychopathy would appear to have important implications for clinical practice and therefore 
warrant further study. However, it is important that future research attempt to address areas of 
divergence from BPD such as the high level of covariance between secondary and primary 
psychopathic traits. 
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Appendix A 
Cleckley criteria for psychopathy (Cleckley, 1976, p. 338 - 339) 
Item 
1. Superficial charm & good intelligence 
2. Absence of delusions and other signs of irrational thinking 
3. Absence of “nervousness” or psychoneurotic manifestations 
4. Unreliability 
5. Untruthfulness and insincerity 
6. Lack of remorse or shame  
7. Inadequately motivated antisocial behavior 
8. Poor judgment and failure to learn by experience 
9. Pathologic egocentricity and incapacity for love 
10. General poverty in major affective reactions 
11. Specific loss of insight 
12. Unresponsiveness in general interpersonal relations 
13. Fantastic and uninviting behavior with drink and sometimes without 
14. Suicide rarely carried out 
15. Sex life impersonal, trivial, and poorly integrated 
16. Failure to follow any life plan 
 
 
 
 
 
 
 
 
 
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY 110 
Appendix B 
Psychopathy Checklist (PCL; Hare, 2003) items and alpha coefficients   
Psychopathy Checklist (Hare, 1980) 
Item 
Correlation 
w/ 
total score 
1. Glibness/ superficial charm .42 
2. Previous diagnosis as psychopath (or similar) .20 
3. Egocentricity/ grandiose sense of self-worth .66 
4. Proneness to boredom / low frustration tolerance .33 
5. Pathological lying and deception .47 
6. Conning / lack of sincerity  .53 
7. Lack of remorse or guilt .68 
8. Lack of affect and emotional depth .55 
9. Callous / lack of empathy .40 
10. Parasitic life-style .56 
11. Short-tempered / poor behavioral controls .47 
12. Promiscuous sexual relations .61 
13. Early behavior problems  .66 
14. Lack of realistic, long-term plans .61 
15. Impulsivity .36 
16. Irresponsible  behavior as parent .46 
17. Frequent marital relationships .46 
18. Juvenile delinquency .42 
19. Poor probation or parole risk .40 
20. Failure to accept responsibility for own actions .52 
21. Many types of offense .38 
22. Drug or alcohol abuse not direct cause of antisocial behavior .24 
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Appendix C 
Psychopathy Checklist - Revised (PCL-R; Hare, 2003) items, factor, and facet loadings 
Psychopathy Checklist-Revised (PCL-R) 
 
Factor 1 (F1) 
Interpersonal/Affective 
Factor 2 
Behavioral/Antisocial 
Item 
Facet 1 
(f1) 
Interpersonal 
Facet 2 
(f2) 
Affective 
Facet 3 
(f3) 
Behavioral 
Facet 4 
(f4) 
Antisocial 
1. Glibness/Superficial Charm F1: f1    
2. Grandiose Sense of Self Worth F1: f1    
3. Need for Stimulation/Proneness to 
Boredom 
  F2: f3  
4. Pathological Lying F1: f1    
5. Conning/Manipulative F1: f1    
6. Lack of Remorse or Guilt  F1: f2   
7. Shallow Affect  F1: f2   
8. Callous/Lack of Empathy  F1: f2   
9. Parasitic Lifestyle   F2: f3  
10. Poor Behavioral Controls    F2: f4 
11. Promiscuous Sexual Behavior     
12. Early Behavioral Problems    F2: f4 
13. Lack of Realistic, Long-term Goals   F2: f3  
14. Impulsivity   F2: f3  
15. Irresponsibility   F2: f3  
16. Failure to Accept Responsibility for 
Own Actions 
 F1: f2   
17. Many Short-term Marital Relationships     
18. Juvenile Delinquency    F2: f4 
19. Revocation of Conditional Release    F2: f4 
20. Criminal Versatility    F2: f4 
Total Score     ?/40 
f1 = ?/8 f2 = ?/8 f3 = ?/10 f4 = ?/10 
F1 = ?/16 F2 = ?/20 
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Appendix D 
Borderline Personality Disorder Diagnostic Criteria (DSM-5; APA, 2013, p. 663) 
Diagnostic criteria for 301.83 Borderline Personality Disorder 
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and 
marked impulsivity beginning by early adulthood and present in a variety of contexts, as 
indicated by five (or more) of the following: 
1 frantic efforts to avoid real or imagined abandonment. Note: Do not include suicidal or self-
mutilating behavior covered in Criterion 5. 
2 a pattern of unstable and intense interpersonal relationships characterized by alternating 
between extremes of idealization and devaluation 
3 identity disturbance: markedly and persistently unstable self-image or sense of self 
4 impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, 
substance abuse, reckless driving, binge eating). Note: Do not include suicidal or self-
mutilating behavior covered in Criterion 5. 
5 recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior 
6 affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, 
irritability, or anxiety usually lasting a few hours and only rarely more than a few days) 
7 chronic feelings of emptiness 
8 inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of 
temper, constant anger, recurrent physical fights) 
9 transient, stress-related paranoid ideation or severe dissociative symptoms 
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Appendix E 
Triarchic Psychopathy Measure (TriPM; Patrick, 2010) 
Disinhibition Scale items: 
I often act on immediate needs. 
I've often missed things I promised to attend. 
My impulsive decisions have caused problems with loved ones. 
I have missed work without bothering to call in. 
I jump into things without thinking. 
I've gotten in trouble because I missed too much school. 
I have good control over myself. [F] 
I have taken money from someone's purse or wallet without asking. 
People often abuse my trust. 
I keep appointments I make. [F] 
I often get bored quickly and lose interest. 
I have conned people to get money from them. 
I get in trouble for not considering the consequences of my actions. 
I have taken items from a store without paying for them. 
I have a hard time waiting patiently for things I want. 
I have lost a friend because of irresponsible things I've done. 
Others have told me they are concerned about my lack of self-control. 
I have robbed someone. 
I have had problems at work because I was irresponsible. 
I have stolen something out of a vehicle. 
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Appendix F 
Project SHARP Background Questionnaire 
1. Initial case info 
Program ID #: _______Referral Date: _______ Intake Date:______ Interviewer:_______ 
 P.O.’s version of offense(s): 
 Current charge, past charges, number of past arrests 
 Nature of victim-offender relationship 
 Allegations 
2. Demographic info: 
DOB:_____ Age:____ Gender: Male/Female   
Race: Caucasian/Black/Hispanic/Asian/Other (or multiple):_____ 
3. Offender’s Version of Stalking history 
 How did incident come about 
 Nature of past incidents, and face-to-face contact, what has victim “claimed” 
 Any violation of OOP 
 Reasons for contact – rationalization, anger 
Relationship w/ victim: Prior intimate/Friend/Acquaintance/ Business associate or co-worker/Family 
member / Other professional relationship (e.g., atty, therapist) / None / Other:_______ 
Motive for harassment: Renew or maintain relationship/initiate relationship/revenge/generic 
anger/Other:_____ 
Harassment behaviors: Threats to victim /Threats to others / Assault / Following /  Multiple 
mail/emails / Repeated phone calls / Unwanted gifts / Other:__________ 
Recent escalation in seriousness of harassment: Yes / No 
4. Social history 
Personal Background:  
 Where raised, by whom 
 What was your upbringing like 
o Ever placed in foster care, ran away from home 
 History of physical, sexual abuse, witness abuse between parents 
 History of family substance abuse/mental health problems 
Raised by: Bio parents/1 bio/1 step/Mother only/Father only/Other family/Non-family (foster) 
History of abuse: None / Physical / Sexual (in family) / Sexual (non-family)   
Family substance abuse: None / Mother / Father / Sibling / Other family 
 Current social functioning: 
 Involved in relationship, current living situation 
 Children with last, prior partners,  
o Extent of support provided (court ordered ?) 
o Frequency of contact with children 
 Longest intimate relationship, longest period without a relationship 
o Who ended prior relationships 
 History of violence in past relationships 
o Perceived impact of violence on self/partner/children (if applicable) 
 Any close friends, gang affiliation, extent of intimacy in non-romantic relationships 
Living situation: Alone / With family / With others (non-family) / Group facility / Undomiciled 
Marital status: Never married  /  Married  /  Co-habitating  /  Separated  /  Divorced  /  Widowed 
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Current Rel’ship: None / Stable, long-term relationships / Unstable but frequent / Multiple short-term 
/ Few  
Children: # w/ spouse or intimate partner:______ / # with others:______ 
$ responsibility: Provides full support for children  /  occasional support, visits but not consistent /  
Little or no contact  /  NA 
DV: Acknowledges severe violence / acknowledges isolated incidents / denies any violence 
Denial/minimization abuse severity: Yes/No  Acknowledges abuse as serious problem: Yes/No 
Educational/Vocational History: 
 Highest grade completed 
o Academic difficulties while in school, fights/expulsions 
 Last job (if not working), longest steady job, longest period of unemployment 
 Work-related problems 
o Attendance when working (made excuses for absences) 
o Ever fired from job (and why) 
 How support self when not employed, plans/goals for the future 
Highest grade completed: _____________ If no HS diploma, GED ? Yes  /  No 
Work history: Steady employment (usually)  /  Occasional work  /  Relies on others for $  /  
Disabled  /  Unemployed or welfare  Recent employment problems ?   Yes / No       
Current goals: Work-related / Family-related / Other:_______  Well-defined goals: Yes / No 
Substance abuse history: 
 When began, drug of choice, intensity/frequency at worst 
 Legal, work problems related to SA, court ordered treatment 
 Prior treatment history/outcome of treatment, ever considered treatment (if no prior) 
 # drinks/drug use per week:____ (Preferred: ETOH/Marijuana/Cocaine/Heroin/Other:__) 
Past ETOH/SA Tx: Residential/Outpatient (include AA)/None (despite SA)/ None (denies SA) 
5. Mental health / psychiatric history 
 Any ongoing or past MH treatment 
o Medications prescribed in past and present 
o Psych hospitalizations 
o Aware of diagnosis ? 
 What precipitated treatment ?  
o Any history of suicide attempts or threats ? 
 Prior referral to anger management/accountability program -where, when, completed? 
Past outpatient treatment: No/Yes   Anger Management: No/Yes   Specify:___# past hosps: ___ 
Past psych rx:  No / Yes (specify):_______ Diagnoses:_________ 
Past suicide attempts: Yes / No   Past other self-injury: Yes / No Recent SI: Yes/ No 
6. Criminal History 
 Age at of first offense, juvenile detention experience 
 Approximate # prior offenses 
o Any prior felony arrest/convictions, longest period of incarceration 
o Prior arrests (or non-arrests) for violent offense(s) 
o If victims in prior acts, any awareness of repercussions? Any guilt/remorse over 
actions ? 
Age at 1st arrest:_____   # prior arrests:_____ # prior conv:_____ prior felony conv: Yes/ No 
Prior stalking offense: Yes/No   Arrest for violent offense: Yes/No Violent conv: Yes / No 
Juvenile detention: Yes / No Violation of probation or parole: Yes / No 
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Appendix G 
SHARP ID_____________________________                       
Coder__________________________________ 
SCID-I SUMMARY SHEET 
* In SCID, 3 indicates presence of symptom, and 1 indicates absence. When we enter the data we will 
code 0 = absent and 1= present. It’s important not to get these coding schemes confused.*  Absent = 0; 
Present = 2; Missing=999 
Diagnoses Page/ item Diagnosis 
(0/ 1/ 2/ 999) 
# of 
symptoms 
Mood Episodes    
 Current Major Depressive Episode A1-5/ A28   
 Past Major Depressive Episode A12-17/ A79   
 Current Manic Episode A18-22/ A99   
 Past Manic Episode A28-32/ A142   
 Current Hypomanic Episode A18-27/ A125   
 Past Hypomanic Episode A28-37/ A160   
 Dysthymic Disorder A38-41/ A178   
     
Psychotic Symptoms    
 Psychotic symptoms (any coded 3) B1 – B7   
 R/O psychotic disorder C1/ C2   
     
Mood Disorders    
 Bipolar I D1/ D4   
 Bipolar II D2/ D9   
 Major Depressive Disorder D6/ D23    
     
Substance Use Disorders Page# / Line #              (2)            (0)  
 Alcohol Abuse  E2-6/E16&E18 Current   Past   None  
 Alcohol Dependence E4-7/E15&E20 Current   Past   None  
 Substance Abuse  E11-
12/E42&E53 
Current   Past   None  
 Substance Dependence E13-14/ E55 Current   Past   None  
 
Other 
   
 OCD F20-23/ F97   
 PTSD F25-29/ F129   
Drug use table E10 
SED/     CANN      STIMU OPI COC    HALL/     POLY OTHER 
HYPN/     ABIS         LANTS OID AINE    PCP 
ANX 
3       3  3   3    3      3           3        3 
1       1  1   1           1      1           1                     1
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Appendix H 
SHARP ID_____________________________                       Coder__________________________________ 
 
SCID-II SUMMARY SHEET 
 
Overall quality and completeness of information: 1 = poor    2 = fair    3 = good    4 = excellent Duration of interview (mins): _____________ 
 
Personality Disorder Page # Total Score Number of Items Coded “3” 
  Sum items coded 2, 3 (#) indicates threshold for diagnosis 
01 Avoidant  3-4    0 1 2 3 (4) 5 6 7        
02 Dependent 5-7    0 1 2 3 4 (5) 6 7 8       
03 Obsessive-Compulsive 8-10    0 1 2 3 (4) 5 6 7 8       
04 Passive-Aggressive  11-12    0 1 2 3 (4) 5 6 7        
05 Depressive  13-14    0 1 2 3 4 (5) 6 7        
06 Paranoid 15-16    0 1 2 3 (4) 5 6 7        
07 Schizotypal 17-20    0 1 2 3 4 (5) 6 7 8 9      
08 Schizoid 21-22    0 1 2 3 (4) 5 6 7        
09 Histrionic 23-24    0 1 2 3 4 (5) 6 7 8       
 10 Narcissistic 25-28    0 1 2 3 4 (5) 6 7 8 9      
11 Borderline 29-32    0 1 2 3 4 (5) 6 7 8 9      
 Conduct (not #122) 33-36    0 1 (2) 3 4 5 6 7 8 9 10 11 12 13 14   15   16 
12 Adult Antisocial*  37-40    0 1 2 (3) 4 5 6 7 8       
 
Principal Axis II Diagnosis: this Personality Disorder should be the main focus of clinical attention.  
Enter code number from the left of diagnosis above: ________ 
*Note: Enter 12 only if Conduct Disorder and Adult Antisocial criteria are both met.  Enter 99 if no Axis II disorder is diagnosed
CONSTRUCT VALIDITY OF SECONDARY PSYCHOPATHY                         118 
Appendix I 
Pooled Means from 10 data sets w/ Imputed missing values 
  M  
Variable n Original Imputed* Difference 
STAXI total score 186 27.80 27.66 .14 
EQ total score 178 15.44 14.76 .68 
AQ total score 188 62.21 61.79 .42 
WBSI total score 185 40.23 40.01 .22 
PCL:SV total 203 9.53 9.56 .03 
PCL:SV Factor 1 203 4.86 4.87 .01 
PCL:SV Factor 2 203 4.65 4.67 .02 
Avoidant PD symptoms 198 .45 .44 .01 
Dependent PD symptoms 198 .31 .31 .00 
OCPD symptoms 198 .98 1.00 .02 
Passive Aggressive PD symptoms 198 .95 .95 .00 
Depressive PD symptoms 198 .88 .87 .01 
Paranoid PD symptoms 196 1.45 1.46 .01 
Schizotypal PD symptoms 196 .96 .96 .00 
Schizoid PD symptoms 196 1.01 1.00 .01 
Histrionic PD symptoms 195 .83 .83 .00 
Narcissistic PD symptoms 195 1.28 1.31 .03 
Borderline PD symptoms 195 1.60 1.60 .00 
Antisocial PD symptoms 195 1.42 1.40 .02 
PTSD symptoms 201 1.41 1.43 .02 
OCD symptoms 201 .56 .57 .01 
* n = 211 for all imputed data 
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